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ABSTRACT
Salkovskis’ (1989) cognitive-behavioural model of obsessive-compulsive disorder 
(OCD) posits that appraisals of intrusive thoughts that lead to symptoms of OCD are 
those in which the person perceives him or herself to be responsible for the occurrence of 
the intrusion and/or the perceived catastrophic outcomes {content) associated with the 
unwanted thought. Since Salkovskis’ contribution, other cognitive theorists have 
acknowledged the importance of the appraisals (interpretations) of intrusive thoughts in 
the development and maintenance of OCD. The Obsessive Compulsive Cognitions 
Working Group (OCCWG) created the Interpretation of Intrusions Inventory (III), a self- 
report scale containing three subscales (Control of Thoughts, Importance of Thoughts, 
and Responsibility). Each subscale is designed to capture different types of appraisals of 
mental intrusions. Initial validation attempts by the OCCWG suggest that the three 
supposedly distinct appraisal mechanisms encompassed in the III are better described as a 
single construct. The OCCWG did not attempt to explain what this construct represents. 
However, visual examination of the III suggested that its items appear to assess appraisals 
related to both aspects of Salkovskis’ concept of responsibility (i.e., responsibility for the 
occurrence and/or content of the intrusion). Three hundred and seven undergraduate 
students at the University of Windsor completed the III. To provide an independent 
replication of the factor structure of the III, and to assess the hypothesis that its items are 
better conceptualized as representing a two-factor structure (of items that assess 
occurrence and content) related to responsibility appraisals, exploratory and confirmatory 
factor analyses were conducted. Contrary to previous findings, results suggest that the III 
best fits a two-factor model related to appraisals of Responsibility and
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Importance/Control of Thoughts. Regressions were conducted using the original 
subscales. Responsibility was the best predictor of obsessive compulsive (OC) 
symptoms, as measured by the Padua Inventory -  Washington State University Revision, 
whereas Importance of Thoughts was the best predictor of OC symptoms measured by 
the Yale-Brown Obsessive Compulsive Scale. Results are discussed in terms of a new 
conceptualization of the III.
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Context o f the Problem
Findings of a Canadian epidemiological study suggest that obsessive-compulsive 
disorder (OCD) is a relatively common mental disorder, with the lifetime prevalence rate 
in the general population estimated to be 1.9 - 3.3% (Kamo, Golding, Sorenson, & 
Bumam, 1988; Rasmussen & Eisen, 1988). The Diagnostic and Statistical Manual of 
Mental Disorders - text revision (DSM-IY- TR) states that the lifetime prevalence rate of 
OCD is 2.5%, with a one-year prevalence rate of 0.5 - 2.1% in adults (American 
Psychiatric Association, 2000). Presentations of OCD typically vary in severity and 
symptomatology and the debilitating symptoms significantly interfere with the affected 
individual’s functioning. In some cases, symptoms of OCD can become completely 
incapacitating. Rachman and Hodgson (1980) state that “it would be a mistake to 
underestimate the intensity and extent of the suffering involved” in the experience OCD 
(p. 203).
Cognitive theorists stress the importance of appraisals (interpretations) of 
intrusive thoughts in the development and maintenance of OCD (Clark & Purdon, 1993; 
Freeston, Ladoucer, Thibodeau, & Gagnon, 1991; Rachman, 1997, 1998; Salkovskis, 
1985, 1989). While the majority of these theorists share the belief that how one appraises 
their cognitive intrusions significantly influences whether one will develop obsessional 
problems, there is disagreement as to the exact maladaptive appraisal mechanism that 
increases one’s likelihood of developing OCD. Gaining a better understanding of exactly
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how people appraise their intrusive thoughts will have direct treatment implications, as 
interventions could be more effectively focused on challenging and restructuring patients’ 
particular maladaptive appraisals of intrusions.
Definitional/Conceptual Issues 
Typical presentations of OCD include distressing obsessions and compulsions. In 
the next sections, obsessive-compulsive-related symptomatology will be examined, 
followed by an explanation of how obsessions and compulsions interact in the experience 
of OCD.
Obsessions/Intrusive Thoughts
Obsessions are defined in the DSM-IV-TR (2000) as “persistent ideas, thoughts, 
impulses, or images that are experienced as intrusive and inappropriate and that cause 
marked anxiety or distress” (p. 457). Examples of obsessions include thoughts of being 
contaminated during and after touching money, a horrific impulse to stab a loved one 
with a pair of scissors, or repeated images of one’s house bursting into flames because of 
one’s negligence. These obsessions are also referred to as “intrusive thoughts,” due to 
their ego-dystonic nature. For clarity and consistency, the term “intrusive thoughts” will 
primarily be used when describing such unwanted, obsessional thoughts. In addition, for 
the sake of parsimony, the term “intrusive thoughts” will also be used to describe 
unwanted thoughts, as well as intrusive ideas, impulses, or images.
Compulsions
According to the DSM-IV-TR (2000), compulsions are “repetitive behaviours 
(e.g., hand washing, ordering, checking) or mental acts (e.g., praying, counting, repeating 
words silently) the goal of which is to prevent or reduce anxiety or distress, not to
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provide pleasure or gratification” (p. 457). The obsessions typically engender a feeling 
of anxiousness and the compulsive behaviour is performed to reduce or eliminate such 
anxiety. Compulsive rituals are also referred to as neutralizing behaviour because their 
performance typically eliminates, or significantly reduces, symptoms of anxiety and/or 
distress. Some examples of common overt compulsive behaviour are repeated hand 
washing, excessive organizing/ordering, and repeated checking (e.g., of door locks or 
dials on stove). Examples of compulsive mental acts include relentless praying to “put 
right” a situation (e.g., after having a horrific thought) or compulsive counting (e.g., up 
by sevens each time one sees any number).
Obsessive-Compulsive Disorder
To receive a DSM-IY-TR diagnosis of OCD, individuals must experience 
obsessions and/or compulsions that cause marked anxiety or distress, and significantly 
interfere with one’s overall functioning. OCD is classified as an anxiety disorder in the 
DSM-IV-TR. The reason for such a classification is that, as mentioned above, 
experiencing an intrusive thought produces a feeling of anxiety or discomfort in 
individuals with OCD. Compulsive rituals are then typically performed in order to 
neutralize such anxiety or discomfort. In rare instances, individuals with OCD may have 
obsessions without the presence of compulsions and vice versa (de Silva & Rachman, 
1998; Mayerovitch, du Fort, Kakuma, Bland, Newman, & Pinard, 2003).
Although not specific to OCD, Mowrer’s (1960) two-factor theory is helpful in 
understanding how symptoms of anxiety and OCD are maintained. The initial stage of 
the theory posits that a specific fear (CR) develops when a conditioned stimulus (CS) is 
paired with an aversive unconditioned stimulus (UCS). According to Mowrer, the
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experience of fear engenders a motivation to reduce the uncomfortable state. Behaviours 
are then developed to reduce the fear. Such fear-reducing behaviours (i.e., 
escape/avoidance) are reinforced because they are effective in decreasing the anxious 
state. Because escape and/or avoidance become associated with a successful reduction in 
fear or anxiety, the probability of those fear-reducing behaviours occurring in the future 
is increased. Consistent avoidance of the feared object, event, or situation maintains the 
problem because individuals attribute the fear reduction to their avoidance. Furthermore, 
the continual avoidance of feared situations prevents the opportunity for fears to be 
disconfirmed.
Mowrer’s (1960) two-factor theory can be applied to OCD. As described earlier, 
OCD sufferers experience anxiety and/or distress upon the occurrence of an intrusive 
thought. Compulsive behaviour (whether overt or covert) is performed to reduce the 
anxiety and distress. The compulsive behaviour is often successful at temporarily 
reducing or eliminating the anxiety and distress. Because of its immediate short-term 
benefit, the compulsive behaviour is reinforced, making it more likely to occur in the 
future. The effectiveness of the compulsive behaviour in reducing anxiety and/or distress 
in the short-term obviates the need for other anxiety-reducing strategies to be developed. 
The cycle of obsessions followed by compulsive rituals persists, which precludes the 
opportunity for one to disconfirm their beliefs (i.e., the false belief that one avoided 
harmful consequences by performing compulsive rituals is maintained). Similarly, OCD 
sufferers learn to associate their obsessions with certain feared situations. To reduce their 
tense state, these individuals learn to escape, and later to avoid situations that will trigger 
their obsessive thoughts. The reduction in fear is attributed to the escape/avoidance.
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This prevents an opportunity to disprove the obsessional thought. Thus, the obsessional 
thought remains unchallenged and is maintained. For example, a young man suffering 
from obsessive doubts that he has hit someone in his car, begins to avoid driving 
altogether because he knows that he will experience unwanted obsessional thoughts if he 
does. He attributes his avoidance of driving as the reason for his level of fear decreasing. 
The avoidance behaviour prevents the opportunity to disconfirm his fear and as a result, 
the obsessional thought persists.
Empirical Review
Prevalence o f  Intrusive Thoughts
It has long been established that the vast majority of individuals experience 
intrusive thoughts (Rachman & de Silva, 1978; Salkovskis & Harrison, 1984). Rachman 
and de Silva’s (1978) landmark study found that 79.8% of non-clinical participants 
reported that they had experienced intrusive thoughts or impulses. This study was the 
first to suggest that intrusive thoughts are not specific to individuals with OCD, but rather 
are common throughout the general population. Intrusive thoughts experienced by non- 
clinical participants were similar in content and form of the intrusion (i.e., thoughts or 
impulses) to those experienced by patients diagnosed with OCD. However, OCD 
patients reported experiencing more frequent and intense intrusions and had greater 
difficulty dismissing such thoughts, compared to the non-clinical participants. A 
replication of this research revealed an even higher prevalence of intrusive cognitions 
(88.2%) in non-clinical participants (Salkovskis & Harrison, 1984). The findings of both 
studies strongly suggest that intrusive thoughts are more of a universal phenomenon, as 
opposed to only being experienced by individuals with OCD.
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Development o f OCD: The Cognitive Perspective
The research cited above showed that virtually all people experience intrusive 
thoughts. However, only a small fraction of those individuals develop OCD. What 
causes some individuals to develop OCD while others who experience similar unwanted 
thoughts do not? Many cognitive and cognitive-behavioural theorists believe the answer 
to this question pertains to how one appraises (interprets) their intrusive thoughts (Clark 
& Purdon, 1993; Rachman, 1997, 1998; Salkovskis, 1985, 1989). Individuals with OCD 
interpret intrusive thoughts in a maladaptive fashion, whereas those without OCD 
generally do not, or at least not to the same extent. While there seems to be agreement 
among researchers that faulty appraisals of intrusive thoughts are directly related to the 
onset and maintenance of obsessive-compulsive (OC) symptoms, the specific appraisal 
mechanism(s) that increases one’s propensity to develop OCD have been debated. Three 
of the most widely accepted models explaining how maladaptive appraisals of intrusive 
thoughts lead to OC symptoms are examined in the following sections. 
Cognitive-Behavioural Theory o f Obsessions: Responsibility
Salkovskis (1985,1989) posits that appraisals of intrusive thoughts that lead to 
symptoms of OCD are those in which the individual interprets him or herself as being 
responsible for the occurrence of the unwanted thought and/or as being responsible for 
the perceived harmful consequences (content) associated with the thought. As applied to 
the thought appraisals of individuals diagnosed with OCD, Salkovskis defined the 
concept of responsibility as, “The belief that one has power which is pivotal to bring 
about or prevent subjectively crucial negative outcomes. These outcomes are perceived 
as essential to prevent. They may be actual, that is, having consequences in the real
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world, and/or at a moral level” (cited in Salkovskis et al., 2000, p. 350). When referring 
to “actual” outcomes that have real-world consequences, Salkovskis is describing the 
content aspect of the responsibility concept. An individual with OCD who feels 
responsible for preventing some actual event from occurring (e.g., the house burning 
down) is an example of the “content” aspect of responsibility. Here the focus is on 
preventing the details of the thought from actually occurring in the real world. As such, 
one who experiences intrusive images of their house becoming encapsulated in flames 
might compulsively check their stove in an effort to prevent such an event from 
occurring. Alternatively, when Salkovskis refers to people feeling responsible for 
preventing negative outcomes at a “moral level,” he is describing the occurrence aspect 
of responsibility. For example, a father with OCD has repeated images of drowning his 
infant daughter while he is bathing her. In this particular case, the father is not worried 
that he will actually carry out the act of drowning (content of the thought), rather, he feels 
like a horrible and sinful person for having such thoughts. Subsequently, he feels 
responsible for preventing the occurrence of these intrusive thoughts because they have 
negative moral consequences, that is, they indicate to him that he is a sinful man, who is 
unfit to be a father.
When individuals with OCD experience an intrusive thought, their inflated sense 
of responsibility often causes them to engage in compulsive behaviour to prevent harm or 
negative consequences from befalling themselves or others and/or to reduce their 
perceived inflated sense of responsibility (Salkovskis, 1989; Salkovskis & Wahl, 2003). 
These individuals typically feel that if their dreaded thought comes to fruition, it will be 
their fault because they failed to prevent it (e.g., via checking enough, or cleaning
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enough, etc.) Conversely, if thoughts about intrusions do not elicit a perceived feeling of 
responsibility in the individual, then compulsive rituals designed to reduce the 
anxiety/distress associated with the intrusion are unlikely (Salkovskis, 1985).
Empirical Support for the Cognitive-Behavioural Theory o f Obsessions. Despite 
positing his own cognitive theory of obsessions (discussed in a later section), Rachman 
(1993) has acknowledged the importance of the connection between responsibility 
appraisals and OCD symptoms. Rachman stated that a sense of inflated responsibility is 
particularly prominent in those with compulsive checking rituals. Lopatka and Rachman 
(1995) investigated whether changes in perceived level of responsibility are directly 
related to one’s urge to compulsively check. Participants in their study were 30 
individuals with a diagnosis of OCD. Two groups were randomly assigned to either the 
high or low responsibility groups. Participant’s levels of responsibility were manipulated 
to increase or decrease depending on their group assignment. Results revealed that 
decreasing one’s perceived responsibility (low responsibility group) significantly reduced 
distress and the urge to check compulsively. Increasing participants’ level of 
responsibility did increase their desire to check compulsively, but this observed 
difference between groups failed to reach significance.
Researchers from Laval University have investigated the concept of responsibility 
in OCD extensively. In one study designed to evaluate the prominence of perfectionism 
and responsibility in OC psychopathology, a student population completed measures of 
perfectionism, responsibility, and OC symptomatology. Results revealed that 
responsibility was a better predictor of OC symptoms than perfectionism (although the
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latter was still a significant predictor when responsibility had been partialled out) 
(Rheaume, Freeston, Dugas, Letarte, & Ladouceur, 1995).
The Laval group (Bouchard, Rheame, & Ladouceur, 1999) conducted subsequent 
research with a sample of university students on perceived level of responsibility and 
perfectionism in OCD. Participants were put into one of two groups (highly 
perfectionistic or moderately perfectionistic) based on their scores on a measure of 
perfectionism. Then participants were randomly assigned to low or high responsibility 
groups. Individuals in the low responsibility group were asked to complete a task in 
which the results were of no importance, whereas the high responsibility group was told 
to complete a very important task, the results of which would significantly affect many 
other people. Results revealed that participants in the high responsibility group engaged 
in more checking behaviours than those in the low responsibility group. Additionally, in 
the high responsibility condition, the highly perfectionistic group scored higher on a 
measure of responsibility for negative outcomes than the moderately perfectionistic 
group. These findings further highlight the relation between responsibility and OC 
symptoms, and suggest that those with elevated levels of perfectionism are more prone to 
making thought appraisals of perceived responsibility for unfavourable outcomes.
Other research by the Laval group showed that cognitive therapy targeting one’s 
inflated responsibility significantly reduced OCD symptoms in a sample of individuals 
with OCD whose primary symptom was compulsive checking (Ladouceur, Leger, 
Rheaume, & Dube, 1996). Of note, participants engaged in therapy that focused on 
changing their maladaptive appraisals of inflated responsibility, without any exposure
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and response prevention. Despite this, they experienced a clinically significant decrease 
in their general perceived level of responsibility and the severity of their OCD symptoms.
Further supporting the relationship between responsibility and OCD, Salkovskis 
et al. (2000) found that patients with OCD had significantly higher scores on the 
frequency of high responsibility interpretations and belief in those high responsibility 
interpretations compared to anxious and non-clinical control groups (in both cases, 
differences were significant at p. < 0.0001).
In a controlled study that examined inflated responsibility, individuals with OCD 
were compared with anxious (diagnosed with social phobia) and non-clinical controls 
(Foa, Amir, Bogert, Monar, & Przeworski, 2001). Participants completed the Obsessive- 
Compulsive Responsibility Scale (OCRS), which assesses one’s perceived level of 
responsibility in low- and high-risk situations, and in situations more relevant to OCD. 
Individuals with OCD reported a higher level of perceived responsibility than that of the 
nonclinical and anxious control groups in both low-risk and OC-relevant situations. 
However, there were no group differences in high-risk situations, a finding consistent 
with the results of Lopatka and Rachman (1995), who failed to find a significant 
difference in checking behaviour in the high-responsibility condition.
In a follow-up study, Foa, Sacks, Tolin, Prezworski, and Amir (2002) compared 
ratings of responsibility on the OCRS for individuals with OCD who engage in checking 
rituals (OC checkers), individuals with OCD but no checking rituals (OC non-checkers), 
and a nonclinical group. OC checkers reported greater urges to rectify situations, greater 
feelings of relief upon doing so, and a greater perceived level of responsibility for harm 
than the nonclinical group in low- and moderate-risk scenarios. OC checkers reported
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greater urges to rectify situations and more feelings of relief after rectifying in low- and 
moderate-risk situations and more feelings of responsibility for harm in the moderate-risk 
scenarios than OC non-checkers. Overall, the results show support for the concept of 
responsibility primarily as a theory of explaining OC checking behaviour, but the authors 
suggest that responsibility might not be effective in explaining all types of OCD (e.g., 
washers). However, there is some empirical evidence that suggests appraisals of 
responsibility are as relevant to OC checkers as they are to OC washers. Using a non­
clinical sample, Wilson and Chambless (1999) found no significant difference between 
correlations of OC checking and OC washing measures with measures of responsibility, 
thus contradicting the assertions of Lopatka and Rachman (1995) and Foa, Sacks, et al. 
(2002).
Further evidence of the pivotal role of responsibility appraisals in the onset and 
persistence of OCD is from a pilot study in which six adolescents with OCD were treated 
using cognitive-behavioural therapy which involved, amongst other things, restructuring 
of maladaptive appraisals of inflated responsibility (Williams, Salkovskis, Forrester, & 
Allsopp, 2002). The researchers found that more adaptive appraisals of responsibility 
(indicated by lower scores on a responsibility measure) coincided with a reduction in OC 
symptoms.
Breakdown o f Mental Control Theory o f Obsessions: Control o f  Thoughts
While agreeing with Salkovskis with regards to the importance of the appraisal of 
intrusive thoughts in the onset of OCD symptoms, Clark and Purdon (1993) believe that 
less emphasis should be placed on appraisals of responsibility in the development of 
obsessions. They postulate that obsessions develop in response to a perceived breakdown
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in mental control. Individuals prone to developing OCD have dysfunctional thought 
control beliefs that result in them exaggerating the extent to which they should be in 
control of their own thoughts. Specifically, such individuals believe they should be in 
control of what enters their mind at all times. Upon experiencing an intrusive thought, 
these individuals typically appraise its occurrence as unacceptable and attempt to 
suppress the thought. Research has shown that attempts at thought suppression actually 
have a paradoxical effect resulting in an increase in the occurrence of the intrusion (Lavy 
& van den Hout, 1990; Wegner, Schneider, Carter III, & White, 1987). As a result, 
thought suppression attempts consistently fail to reduce the occurrence of the intrusive 
thought, and in fact, result in increased occurrences. Clark and Purdon, (1993) believe 
that obsession-prone individuals perceive these failed attempts at thought suppression as 
an indication that they have lost control of their mind. According to their theory, 
compulsive rituals arise as a final attempt to control intrusions.
A case example will be used to illustrate Clark and Purdon’s (1993) 
conceptualization. A loving mother holds the belief that she should always be in control 
of her thoughts. She begins experiencing repeated intrusive images of herself striking her 
daughter. She appraises the occurrence of the intrusive images as being unacceptable.
The mother tries and fails to suppress her intrusive images, and in fact, experiences them 
more frequently. She then engages in compulsive praying as a final attempt to control 
her thoughts.
Being a theory of obsessions, Clark and Purdon’s theory does not describe the 
development of all types of OCD presentations. However, OCD would likely still 
develop in a similar process as described earlier. In the above example, the mother’s
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compulsive rituals may be effective in temporarily reducing the anxiety and/or distress 
engendered by the obsessional thoughts via negative reinforcement. However, the 
compulsions increase the salience of the obsessive thoughts, which in turn, increase the 
frequency of the intrusive thoughts. Subsequently, compulsive rituals occur more 
frequently in response to the obsessions. This cycle continues and facilitates the 
maintenance of the disorder. Therefore, the mother who attempted to control her 
intrusive thoughts by compulsively praying, would likely end up experiencing ongoing 
unwanted thoughts and more compulsive praying in response. Her cycle of intrusive 
thoughts and compulsions may develop into OCD and the condition will likely persist 
until the cycle is broken.
To summarize, Clark and Purdon’s (1993) theory postulates that obsession-prone 
individuals hold the belief that they must always be in control of their mental state. As a 
result, they appraise the occurrence of intrusive thoughts as being unacceptable. This 
causes them to try to suppress such unwanted thoughts. The attempts at suppression then 
cause an increase in the thoughts. After several failed attempts at thought suppression, 
they engage in neutralising behaviour as a final desperate attempt to control their 
intrusive thoughts.
Empirical Support fo r the Breakdown o f Mental Control Theory o f Obsessions.
Clark and Purdon’s (1993) conceptualization describing the development of 
obsessions and compulsions has received some empirical support. Non-clinical subjects 
who held the belief that they need to be in control of their thoughts reported having more 
symptoms of OCD than those who did not hold such a belief (Purdon, & Clark, 1994). 
More recent findings have revealed that beliefs about the adverse consequences of being
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unable to control one’s thoughts significantly predicted the frequency of obsessions 
(Clark, Purdon, & Wang, 2003).
Catastrophic Misinterpretations o f Significance Theory: Importance o f Thoughts 
More recently, Rachman (1997) proposed that individuals with OCD 
catastrophically misinterpret the significance of their intrusive thoughts. In other words, 
they attach excessive personal significance to their intrusions (Rachman, 1998).
Rachman (1997) states that obsessions will persist as long as the misinterpretations 
persist, and will diminish as the perceived importance of such thoughts lessens. In 
addition, Rachman notes that those who are prone to obsessional problems have a 
tendency to appraise their intrusions catastrophically, whereas those without a propensity 
to develop OCD symptoms do not attach such excessive significance to their mental 
intrusions. For example, a young man who travels to work via the subway experiences 
repeated intrusive impulses to push strangers in front of oncoming trains. He interprets 
this to mean that he is a viscous, disgusting murderer at heart. After misinterpretation 
occurs, it increases the range of distressing stimuli because certain neutral stimuli become 
threatening (Rachman, 1998). Thus, the man not only learns to fear subways because of 
his distressing intrusions, but also becomes uncomfortable or anxious when something 
reminds him of the subway (e.g., when he is near a subway station or when he hears 
advertisements for the subway on the radio, etc.). Because there are now more stimuli 
that will provoke the intrusive thoughts, those thoughts become increasingly salient and 
occur with higher frequency (Rachman, 1998). Thus, the thoughts develop into 
obsessions. Rachman states that the interpretation of the feared stimuli (subways, in our 
example) leads to avoidance of those stimuli, and such consistent avoidance prevents the
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individual from disconfirming their misinterpretation. That is, the man who continually 
avoids subways out of the fear that he will push someone in front of a train, never gives 
himself a chance to learn that if he were to wait on the subway platform he would not 
push someone into an oncoming train. As a result, the obsessional thoughts, and their 
misinterpretation, persist. Rachman (1998) argues that when the misinterpretation is 
reduced or eliminated, the feared stimuli are converted into neutral stimuli. Thus, the 
chance of provoking the obsessional thought is drastically reduced thereby reducing or 
eliminating the occurrence of the obsession.
Rachman’s theory of obsessions parallels Clark’s (1988) cognitive theory of panic 
attacks, which postulates that panic attacks occur when one catastrophically misinterprets 
particular bodily sensations. It also draws from Salkovskis’ (1985) proposition that those 
with OCD focus on the meaning of their intrusive thoughts more than normal individuals 
do. However, rather than emphasizing interpretations of responsibility for the occurrence 
and/or the content of the intrusion, Rachman’s (1997,1998) theory focuses more on the 
degree of importance that the person attaches to the thought. By attaching excessive 
significance to intrusions, these thoughts become more salient and meaningful by way of 
being personally relevant, threatening, and revealing of the person’s character (Rachman, 
1997).
That being said, the concept of inflated responsibility does appear to overlap with 
Rachman’s theory of obsessions. Rachman (1998) states:
People who are prone to feel exaggerated responsibility, especially for preventing 
misfortunes, are bound to be easily inclined to make catastrophic 
misinterpretations of their unwanted intrusive thoughts, particularly when the
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thoughts/impulses involve potential harm to others. They will also experience 
intense responsibility for the effects and/or immorality of their bad thoughts.” (p. 
394).
Empirical Support fo r the Catastrophic Misinterpretations o f  Significance 
Theory. Rachman’s (1997, 1998) assertion that individuals with OCD attach excessive 
importance to their cognitive intrusions has received some empirical support. Rachman 
and de Silva (1978) found that virtually all individuals appraised their mental intrusions 
as having personally significant meaning and most appraised their intrusions as being in 
contradiction to their normal self. Similarly, Rowa and Purdon (2003) found that 
individuals reporting on their most upsetting intrusive thought also reported that the 
thoughts contradicted valued aspects of the self to a greater extent than individuals who 
reported on their least distressing intrusive thought. Furthermore, findings from Clark 
and Clayboum’s, (1997) research revealed that ratings about the personally-related 
meaning attached to intrusive thoughts predicted scores on a self-report measure designed 
to assess the frequency of obsessional thoughts.
Cognitive Models o f  OCD
The aforementioned models of OCD all indicate that maladaptive appraisals of 
mental intrusions are key factors in the development and persistence of OCD. However, 
they differ in terms of the specific cognitive mechanisms that are involved in the onset 
and maintenance of the disorder. Table 1 summarizes the different types of misappraisals 
(associated with each model described earlier) that lead to symptoms of OCD.
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Table 1.
Summary o f the cognitive models o f OCD
Cognitive Model Description of the Model
Cognitive-Behavioural 




• Individuals prone to developing OCD have an inflated 
sense of responsibility for the occurrence and/or the 
content of their
intrusions.
• Individuals may feel responsible for preventing harm 
from befalling themselves or others (content).
• Individuals may feel responsible for the occurrence of 
ego-dystonic thoughts (occurrence).
• Upon experiencing an intrusive thought, these 
individuals engage in compulsive behaviour in an 
attempt to prevent harm from coming to themselves or 
others and/or to alleviate the negative thoughts about 
their own character that arose from the occurrence of the 
mental intrusion(s).
Breakdown of Mental 
Control Theory of 
Obsessions: Control o f  
Thoughts
(Clark & Purdon, 1993)
• Individuals with OCD believe they should be in control 
of what comes into their minds at all times.
• The occurrence of an intrusive thought causes them to 
attempt to regain control of their mental state by 
suppressing the thought.
• Thought suppression has a paradoxical effect, resulting 
in an increase in the occurrence of the thought.
• Repeated failed attempts to control their unwanted 
thoughts result in a perceived breakdown in their ability 
to control their own mind.
• Compulsions develop in response to this perceived 




Importance o f  
Thoughts
(Rachman, 1997, 1998)
• Individuals with OCD catastrophically misinterpret the 
significance of their intrusive thoughts.
• They overemphasize the importance of the occurrence of 
these intrusions, thus making the thoughts more salient.
• Obsessions will persist until these misinterpretations 
diminish.
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Obsessive Compulsive Cognitions Working Group
In the mid-1990s a group of experts in the area of OCD collaborated to form the 
Obsessive Compulsive Cognitions Working Group (OCCWG). The OCCWG is a group 
of more than 30 researchers dedicated to the exploration of cognitive mechanisms 
involved in OCD. The OCCWG developed the Obsessive Beliefs Questionnaire (OBQ), 
a self-report measure designed to assess one’s general beliefs related to the origin and 
persistence of OCD symptoms (OCCWG, 1997, 2001, 2003, in press).
Interpretation o f Intrusions Inventory
The Interpretation of Intrusions Inventory (III) was also developed by the 
OCCWG (1997, 2001, 2003, in press). The III is a self-report measure designed to assess 
how individuals appraise their intrusive thoughts. The III consists of the following three 
theoretically derived subscales: Control of Thoughts, Importance of Thoughts, and 
Responsibility.
The Control of Thoughts subscale consists of items that typically reflect 
appraisals related to controlling the occurrence of the intrusive thought. This subscale is 
in accordance with Clark and Purdon’s (1993) model of OCD, which states that OCD 
develops in response to a perceived breakdown of mental control. However, its items 
also appear to fit with Salkovskis’ (1985, 1989) concept of responsibility. Specifically, 
the subscale is comprised of items that represent interpretations in which one who rates 
the item highly, feels responsible for preventing the occurrence of the intrusive thought. 
The Importance of Thoughts subscale coincides with Rachman’s (1997, 1998) model of 
obsessions, which states that individuals with OCD overestimate the importance of their 
mental intrusions. Items contained in the Responsibility subscale reflect appraisals of
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intrusions in which the individual perceives him or herself as being responsible for 
preventing the negative consequences associated with the occurrence and content of the 
thought, as per Salkovskis’ (1985, 1989) model.
Validation o f  the III An initial validation attempt (OCCWG, 2001) using a 
sample of patients with OCD, individuals with anxiety disorders other than OCD, 
community controls, and undergraduate controls, found that intercorrelations among the 
three theoretically derived subscales of the III ranged from 0.85 and 0.88 (both 
significant atp <  .005). Further validation attempts by the OCCWG (2003) produced 
similar findings with inter-subscale correlations for patients with OCD ranging from 0.68 
to 0.72 (both significant at p <  .001). Correlation coefficients for the student, 
community, and anxious control groups combined varied from 0.80 to 0.85. These 
findings suggest that the three subscales of the III are not distinct, and may be better 
conceptualized as measuring a single construct.
The III failed to show good discriminant validity (OCCWG, 2003). The 
correlations between the III subscales and measures of anxiety and depression were as 
strong as the correlations between the III and measures of OCD severity. Thus, further 
research is needed to examine the discriminant validity of the III
Recent research by the OCCWG (in press) attempted to examine the factor 
structure of the III using a sample of individuals with OCD. If the appraisal mechanisms 
captured in the inventory were distinct constructs, the results of an exploratory factor 
analysis (EFA) would produce three factors, relevant to each of the three theoretically 
derived subscales. However, if only one factor emerged from this analysis it would 
further support the notion of a single, unidimensional construct underlying the III.
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Results of the EFA revealed that all items loaded > .47 on one factor, accounting for 
44.2% of the variance. The high intercorrelations among the subscales of the III and the 
results of the EFA strongly suggest that the III is comprised of one underlying factor, as 
opposed to three. The OCCWG argue that because of the high intercorrelations and 
items loading on one factor, the subscales of the III may not carry distinct meaning. 
Moreover, they state that “when appraisals of intrusive thoughts or images are negative, it 
may not be important to determine whether these appraisals of intrusive thoughts pertain 
to importance or control of thoughts or responsibility for thoughts or events” (OCCWG, 
in press). Despite this conclusion, it is legitimate to argue that understanding how 
individuals with and without OCD appraise their cognitive intrusions is necessary to 
bring conceptual clarity to this field of knowledge.
Towards a New Conceptualization o f the Subscales o f the III
Salkovskis et al. (2000) claims that beliefs related to control of thoughts and 
importance of thoughts are both subsumed under the concept of responsibility. Perhaps 
the reason for obtaining a one-factor structure in the III is that all three types of appraisals 
captured in the inventory are in actuality better conceptualized as appraisals related to 
responsibility. Salkovskis did not elaborate as to how his concept of responsibility 
encapsulated the other two appraisal mechanisms. However, this proposition will be 
examined here in detail.
To review, one facet of Salkovskis’ (1989) model of OCD is that maladaptive 
appraisals that lead to OCD symptoms include appraisals in which the individual 
perceives him or herself as responsible for the occurrence of their intrusive thought 
and/or the perceived actual negative outcomes (content) associated with the thought.
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Close examination of the III suggests that its items can, for the most part, be categorized 
into two categories related to responsibility: (1) occurrence items and (2) content items.
In examining the items that are related to dysfunctional appraisals of the occurrence of 
intrusive thoughts, Salkovskis’ model seems to account for many items in the III that are 
categorized under the heading of Control of Thoughts. For example, an item on the 
Control of Thoughts subscale is, “I should be able to rid my mind of this thought.” This 
item can be explained by Salkovskis’ concept of responsibility because the individual 
who endorses this item likely feels responsible for controlling the occurrence of this 
thought. Another item on the Control of Thoughts subscale is, “Because I can't control 
this thought, I am a weak person.” Again, such an appraisal focuses on the occurrence of 
the unwanted thought, as opposed to its content in terms of negative consequences in the 
real world. In addition, such an appraisal has adverse moral or character implications, as 
an endorser of this item interprets him or herself as being defective if they cannot control 
the occurrence of the intrusive thought. An item on the Importance of Thoughts subscale 
that relates to appraisals of the occurrence of intrusive thoughts is, “Having this thought 
means I am weird or abnormal.” Similar to the previous example, this type of appraisal 
has clear negative character implications for the individual that are particularly attached 
to having the unwanted thought, as opposed to its content. One who experiences this 
appraisal might feel responsible for preventing the occurrence of such intrusive thoughts 
in order to put right the situation in their mind and counteract the negative character 
implications. Alternatively, there are several items in the III that reflect appraisals related 
to the content portion of Salkovskis’ responsibility construct. For example, an item in the 
Importance of Thoughts subscale reads, “Having this intrusive thought means I will act
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on it.” One who appraises a mental intrusion in such a manner primarily fears that he or 
she will carry out the actions of their intrusive thought. Thus, one would likely feel 
responsible for preventing him or herself from performing the feared action associated 
with the thought. In a further illustration, an item from the Importance of Thoughts 
subscale is, “Thinking this thought could make it happen.” The implication here is that 
simply thinking about the thought could make the feared outcome (content of the 
thought) happen. The primary focus of fear for the typical OCD patient in this instance is 
not likely on having the thought (occurrence), but rather on its actual negative 
implications in the real world (content). After having the unwanted thoughts, the 
appraiser might engage in checking or reassurance seeking behaviours to make sure that 
the feared outcome did not actually occur.
Whether pertaining to the occurrence or content aspect of responsibility, there are 
many examples of items in the Control of Thoughts and Importance of Thoughts 
subscales of the III that can perhaps be better conceptualized as appraisals related to 
inflated responsibility. For this reason, it seems possible that the underlying factor in the 
III is one of responsibility.
The goal of the present research is to further clarify the underlying structure of the 
III. In addition to conducting an independent exploratory examination of the factor 
structure of the III, the present research will examine whether a two-factor structure 
related to the two aspects of responsibility (occurrence and content) provides a better 
understanding of the Ill’s factor structure than the one-factor model proposed by the 
OCCWG (in press).
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Furthermore, it is predicted that the Responsibility subscale will predict severity 
of OC symptoms better than either of the other subscales contained in the III. The 
rationale for this prediction is that the Responsibility subscale contains more items 
assessing one’s perceived level of responsibility for preventing actual negative outcomes 
(the content of their thought) from occurring. It makes intuitive sense that obsessions and 
compulsion designed to prevent harm from actually happening may be more severe than 
those related to perceived character flaws that have little immediate consequences. A 
patient with OCD who has to touch all four comers of each room she enters, does so 
because she thinks it prevents something horrible from happening to her husband and/or 
children. Her fear is focused on the content of the intmsive thought (i.e., something 
terrible happening to her family), not on the personal meaning related to the occurrence 
of the thought. More specifically, the thoughts of something horrific happening to her 
family is much more bothersome than her perception of having such thoughts (their 
occurrence). In another example, a man driving in his car has repeated worries that he 
has accidentally hit someone with his car. He engages in compulsive checking of 
previous driving routes to be certain that he did not hurt someone. Again, the focus of 
the individuals’ fear is actually having harmed someone (content), not the occurrence of 
the intrusion itself. It is reasoned here that content items have more of a consequence 
than occurrence items. They likely are more salient to the individual because they have 
more consequences in the real world. Thus, it follows that individuals who endorse more 
content items on the III will score higher on measures of OCD severity than those who 
endorse a low number of content items.
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Purposes o f the Present Research
Research Questions
The purposes of the present study were to address the following research 
questions:
(1) Do the correlations among items in the III best fit a one-factor structure as found by 
the OCCWG, a three-factor structure as originally theoretically proposed by the 
OCCWG, or a two-factor model related to appraisals of responsibility as proposed here?
(2) Will appraisals associated with inflated responsibility predict the severity of OC 
symptoms more than appraisals associated with control or importance of thoughts?
(3) Will the III show good dicriminant validity?
Hypotheses
Hypothesis 1. The data will best fit the specified two-factor model related to 
appraisals of responsibility for the occurrence and content of intrusions than for the one- 
factor model or the three-factor model using the original III subscales. Such a finding 
would suggest that the III should perhaps be understood as measuring two aspects 
(occurrence and content) of one general underlying factor (i.e., responsibility).
Hypothesis 2. Total scores for the Responsibility subscale of the III will predict 
the severity of OC symptoms more than total scores from the Control or Importance of 
Thoughts subscales. The rationale for such a prediction stems from the notion that 
content items, related to one feeling responsible for preventing actual harmful events 
from happening, have more of a real-world consequence than occurrence items, which 
are interpretations that pertain to flaws in one’s character. The Responsibility subscale 
contains more content items than either of the other two subscales. In addition, the
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concept of responsibility has received more emprical support than either of the two other 
subscales that comprise the III.
Hypothesis 3. Correlations between the subscales of the III and measures of 
anxiety and depression will be as strong as the correlations between the III and measures 




Participant Numbers and Characteristics
Participants consisted of 321 undergraduate students enrolled in at least one 
psychology course at the University of Windsor. A computer generated random list of 
potential participants was produced by the participant pool at the University of Windsor. 
Individuals who indicated having a past diagnosis of an eating disorder were excluded 
from the random list of participants because such individuals were to be excluded from 
other research that was being conducted with the same data set as the current study. Data 
from fourteen individuals was discarded because they failed to complete any part of the 
III. Of the remaining 307 individuals who agreed to participate in the present study 258 
(84%) were females and 49 (16%) were males. The mean age was 21.23 (SD = 4.18) and 
the median was 20. Participants ranged from 17 to 46 years of age. The sample 
consisted of Caucasians (76%), European (11%), Asian (8%), African-Candian (2%), and 
other (3%). All participants were presented with a Letter of Information (Appendix A).
In addition, all participants provided written, informed consent (see Appendix B for
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Consent Form) and were treated in accordance with the ethical principles for research 
using human participants.
Recruitment Method. Participants were randomly selected from the participation 
pool of the Department of Psychology at the University of Windsor. Students were 
contacted and invited to participate in a research study examining the way people think, 
what they eat, and their beliefs about what is important to succeed. Interested students 
were scheduled to participate in the study. In an attempt to accommodate all participants, 
students were given several time slots when they could participate in the study. Students 
who participated in the study received two bonus credits towards the undergraduate 
psychology course of their choice. The time required to complete the test battery varied 
for each individual, but was typically between 45 and 75 minutes.
Measures
Interpretation o f  Intrusions Inventory (III). The III (Appendix C) is a 31 -item 
self-report measure designed to assess appraisals of intrusive thoughts, images, or 
impulses (OCCWG, 1997, 2001, 2003, in press). The instructions inform participants 
that virtually everyone experiences intrusive thoughts and that the inventory will be 
assessing the participant’s experiences with these unwanted thoughts. Several examples 
of common unpleasant intrusions are provided and such thoughts are differentiated from 
daydreams, pleasant fantasies, depressive thoughts, and general worries. Participants are 
instructed to recall and write down two unwanted intrusions that they have experienced. 
Following this are three items designed to assess the length of time since the last 
intrusion occurred, its frequency, and the amount of distress associated with the intrusion. 
The 31-item scale follows.
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The III is comprised of three subscales: Control of Thoughts, Importance of 
Thoughts, and Responsibility, consisting of 10, 10, and 11 items respectively. Single 
examples of items from each subscale include: “I should be able to rid my mind of this 
thought” from the Control of Thoughts subscale; “Having this intrusive thought means I 
am a terrible person” from the Importance of Thoughts subscale; and “Because I've 
thought of bad things that might happen, I must act to prevent them” from the 
Responsibility subscale.
For each of the 31 items, the participant is instructed to rate the extent to which 
she or he believed the item to be true, ranging from a score of 0 “I did not believe this 
idea at all,” to 100 “I was completely convinced this idea was true.” Summing the ratings 
for all items derives a total score, whereas subscale scores are obtained by summing the 
ratings that comprise each subscale. Total scores can be divided by ten in order to obtain 
total scores that are in a more familiar range and that are consistent with previous 
research (OCCWG, 2001, 2003, in press).
In the OCCWG’s (2001) initial investigation of reliability, test-retest correlation 
coefficients for the three subscales were 0.83 for Control of Thoughts, 0.81 for 
Importance of Thoughts, and 0.68 for Responsibility, in a sample of 22 individuals 
diagnosed with OCD. The mean interval between test administrations was 12 days. 
Cronbach’s alphas were used to assess the internal consistency of the Ill’s subscales. 
These alphas fell between 0.80 and 0.96.
Results of a more recent validation attempt by the OCCWG (2003) also indicated 
good test-retest reliability as test-retest correlation coefficients for the Ill’s three 
subscales varied between 0.69 to 0.77 in an OCD sample, and from 0.64 and 0.68 in a
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non-clinical sample. The mean interval between test administrations was three months 
for the student sample and two months for the obsessive-compulsive sample. Cronbach’s 
alphas ranged from 0.84 and 0.89 in the OCD sample and from 0.87 to 0.93 in the student 
sample, indicating excellent internal consistency.
The OCCWG (2003) also compared the III subscale scores of an OCD sample to 
anxious, community, and student control groups. The OCD sample scored significantly 
higher on all three subscales than the control groups, with one exception. There was no 
significant difference between the OCD group and the anxious control group on the 
Importance of Thoughts subscale. The anxious control group scored significantly higher 
than the community control group, which in turn scored significantly higher than the 
group of student controls. These findings suggest that the III does measure maladaptive 
obsessional thinking.
Yale-Brown Obsessive Compulsive Scale (Y-BOCS). The Y-BOCS is a scale 
designed to assess the severity of OCD symptoms (Goodman et al., 1989). Specifically, 
it assesses the following five factors that relate to the severity of obsessions and 
compulsions: time occupied, interference with functioning, amount of distress produced, 
effort to resist symptoms, and control over symptoms. Participants provide ratings on 
these five factors as they apply solely to their obsessions, and then solely to their 
compulsions. Ratings are made on a scale from 0 (“no symptoms”) to 4 (“extreme 
symptoms”). Subscale scores for “obsessions” and “compulsions” are summed to obtain 
a total score. Thus, possible scores range from 0 to 40. The Y-BOCS is available in both 
clinician-rated and self-report forms. The self-report version was used in the present 
research.
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Steketee, Frost, and Bogart’s (1996) study comparing the psychometric properties 
of the clinician-administered version and the self-report version of the Y-BOCS found 
that the latter version showed slightly better internal consistency and test-retest reliability. 
Cronbach’s alphas for the obsessions subscale, compulsions subscale, and Y-BOCS total 
score on the self-report version were 0.85, 0.84, and 0.89 (non-clinical sample) and 0.55, 
0.71, and 0.78 (OCD sample) respectively. Alphas for the obsessions subscale, 
compulsions subscale, and Y-BOCS total score on the interview version were 0.80, 0.78, 
and 0.88 (non-clinical sample) and 0.56, 0.61, and 0.74 (OCD sample) respectively. 
Pearson correlations were also calculated to compare the test-retest reliability of the two 
versions over a span of one week in the non-clinical sample. Correlations for the 
obsessions and compulsions subscales, and total Y-BOCS scores, were 0.87, 0.82, and
0.88 respectively (all significant at/? < .01), indicating excellent test-retest reliability.
The self-report version Y-BOCS was used in the present research to examine the 
relationship between maladaptive thought appraisals (as measured by the III) and the 
severity of OCD symptoms. See Appendix D for the self-report version of the Y-BOCS.
Padua Inventory-Washington State University Revision (PI-WSUR). The PI- 
WSUR (Appendix E) is a self-report measure of obsessive-compulsive symptoms 
consisting of 39 items (Bums, Keortge, Formea, & Stemberger, 1996). This revision has 
been found to have greater discriminant validity compared to the original version, as the 
original Padua Inventory (Sanavio, 1988) was found to also measure worry along with 
obsessions (Freeston, Ladouceur, Rheaume, Letarte, Gagnon, & Thibodeau, 1994). 
Individuals provide ratings on the level of distress caused by the intrusive thoughts or 
compulsive behaviour on a scale ranging from 0 (“not at all”) to 4 (“very much”). Items
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on the PI-WSUR assess the following five factors related to OCD: obsessional thoughts 
of harm to self/others, obsessional impulses to harm self/others, contamination obsessions 
and washing compulsions, checking compulsions, and dressing/grooming compulsions. 
Using an undergraduate student sample, the test-retest reliability coefficient for the total 
PI-WSUR score was found to be 0.76. Like the Y-BOCS, the PI-WSUR was used in the 
present research to explore the relationship between III scores and the severity of OCD 
symptoms.
Beck Anxiety Inventory (BAI). The BAI (Appendix F) is a 21-item self-report 
inventory that measures the presence and severity of anxiety symptoms (Beck, Epstein, 
Brown, & Steer, 1988). Individuals rate how much they have been bothered by each 
symptom in the past week on a scale of 0 (“Not at all”) to 3 (“I could barely stand it”). 
Total scores range from 0 to 63. In examining the psychometric properties of the BAI, 
Beck et al. (1988) found it to have high internal consistency (Cronbach’s alpha = .92) and 
good test-retest reliability over a one week period (r = .75, p  < .001). The BAI was used 
to examine the divergent valididty of the III, which was previously found to be poor 
(OCCWG, 2003).
Beck Depression Inventory -  Second Edition (BDI-II). The BDI-II (Appendix G) 
is a 21-item self-report inventory designed to measure the severity of depressive 
symptoms in individuals aged 13 and older (Beck, Steer, & Brown, 1996). This revised 
version of the inventory was developed specifically to assess symptoms of depression 
based on the criteria for the depressive disorders from the DSM-IV. Participants are 
asked to endorse one of the four answer choices for each item that best describes the way 
they have been feeling over the previous two weeks. Similar to the BAI, total scores
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range from 0 to 63. In an investigation of the psychometric properties of the measure, 
Beck, Steer, and Brown (1996) found the BDI-II to have high internal consistency 
(Cronbach’s alphas of 0.92 and 0.93 for outpatients and college students respectively) 
and excellent test-retest reliability over a one-week span (r = .93, p  < .001). The 
inventory was also found to have excellent construct validity, as it correlated highly with 
the previous version of the inventory, the BDI-IA (r = .93 ,p  < .001). The BDI-II also has 
excellent content validity as the inventory is comprised of items that are consistent with 
the DSM-IV’s diagnostic criteria for the depressive disorders. Finally, the BDI-II 
showed good convergent and divergent validity as it is moderately correlated with other 
measures of depression and to a slightly lesser extent, with measures of anxiety. The 
BDI-II was used to examine the divergent validity of the III.
Demographic Questionnaire. This questionnaire was used in order to obtain 
demographic-related information from participants (see Appendix H).
Since this data collection was part of a larger data collection, participants also 
completed the following measures relevant to the other studies: The Eating Disorders 
Examination Questionnaire (Fairbum & Cooper, 1993); the Eating Disorders Inventory -  
2 (Gamer, 1990), the False Consensus Effect essays (Jarry, 1996); the Rosenberg Self- 
Esteem Scale (Rosenberg, 1964); and the Social Desirability Scale (Crowne & Marlowe, 
1960).
Procedure
Participants completed the study in groups of up to 20. Each session commenced 
with students providing written informed consent acknowledging that they had 
volunteered to participate in the present research study. Then participants completed a
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series of questionnaires individually under the supervision of the principal investigator or 
the principal investigator of another research study using the same data. These group 
sessions continued until 321 participants had completed the battery of measures. The 
Letter of Information and the Consent Form indicated that participants were to complete 
a battery of questionnaires requiring approximately one hour. Participants were also 
informed that they would be contacted in the winter semester of 2004 and again in the fall 
semester of 2004 to complete the same battery of questionnaires. Subsequent data 
collection is not pertinent to the present study, rather it is a necessary requirement to fit 
the longitudinal design of the other research study being conducted using this sample.
The Letter of Information and Consent Form also indicate that upon completion of the 
study, the findings will be made available to students on Dr. Jarry’s web site.
Planned Analyses
Confirmatory factor analyses (CFA) were conducted to evaluate the initial 
hypothesis that the data would fit the two-factor model related to both aspects of 
responsibility better than a one- or three-factor model. CFA is more powerful than 
exploratory factor analysis and is used specifically to test theories (Tabachnick & Fidell, 
2001). Members of the principal investigator’s research lab group individually rated the 
items in the III as “occurrence” or “content” items. The raters consisted of one clinical 
psychologist/research advisor, three graduate clinical psychology students (including the 
principal investigator), and one senior undergraduate student. Prior to making their 
ratings, they were educated about appraisals of responsibility. After each individual 
completed the ratings independently, each item that was not rated the same by all raters 
was discussed until total agreement was achieved. Even after discussion, we were unable
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to reach total agrement on one item (#17, “Having this intrusive thought means that I 
could lose control of my mind”). As a result, that item was not included in the two-factor 
CFA. For the information/instruction sheet and final ratings (after discussion, if it was 
necessary) see Appendix I. It was expected that the specified two-factor CFA would 
result in “occurrence” items loading on one factor and “content” items loading on the 
other.
Several hierarchical regressions were conducted to assess the second hypothesis, 
that the predictive power of the Responsibility subscale would be significantly greater 
than that of the other subscales in predicting the severity of OCD symptoms. For some 
analyses, the Responsibility subscale was entered into the equation first, in order to see if 
the other subscales could explain any additional variance. In other analyses, 
Responsibility was entered last in order to investigate whether it could explain additional 
variance beyond that of the other subscales.
Lastly, correlations were calculated to examine the relationships between the III 
and measures of OCD symptoms, anxiety, and depression. See Table 2 for a summary of 
the hypotheses and planned analyses.
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Table 2.
Summary o f  hypotheses and planned analyses
Hypothesis Variables to be Used 
in Testing the 
Hypothesis
Proposed Analysis
H I. The data will provide the best fit for 
the specified two-factor model related to 
appraisals of responsibility for the 
occurrence and content of intrusions 
than for the one-factor model or the 
three-factor model using the original III 
subscales. Such a finding would suggest 
that the III should perhaps be understood 
as measuring two aspects (occurrence 
and content) of one general underlying 
factor (i.e., responsibility).
III items. Three CFA 
specifying one, two, 
and three factors 
respectively.
H2. Total scores for the Responsibility 
subscale of the III will predict OCD 
severity more than total scores from the 





Control of Thoughts, 
and Importance of 
Thoughts subscales. 
Criterion: Y-BOCS 






subscale scores first 
or last.
H3. Correlations between the subscales 
of the III and measures of anxiety and 
depression will be as strong as the 
correlations between the III and 
measures of OCD severity.
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Chapter III 
RESULTS
Approach to Data Analyses
With the exception of the CFAs, all analyses were performed using Statistical 
Package for the Social Sciences (SPSS) for Windows, Version 11.0. Amos, Version 4.0, 
was used to perform the CFAs.
Evaluating the Assumptions
Three hundred and twenty one participants were recruited to complete the battery 
of questionnaires. Fourteen participants failed to answer any items on the III. Those 
cases were discarded, leaving a total of 307 subjects. Eleven subjects had missing data 
on the III. Findings from an examination of possible group differences between the 
group of 11 people who had incomplete data on the III (M = 73.09, SD = 60.22) revealed 
that they did not differ from those with complete data on this scale (M = 73.83, SD = 
53.95), f(305) = -.05,/? = .964. Because there were only few cases with missing data, 
they were discarded. These cases were not included in the analyses because the sample 
size was adequate without including the cases with missing data. In addition, deletion of 
cases was deemed more advantageous than other methods of estimating missing data that 
would decrease variance.
Histograms and box plots were used to investigate the presence of univariate 
outliers on the III. A total of 161 univariate outliers were found on a combined total of 
nine III variables. Mahalanobis’ distance was used to check for multivariate outliers on 
the III. Using a critical value of % (31) = 61, 33 multivariate outliers were found. The 
assumptions of normality were assessed using histograms and examining skewness and
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kurtosis. The vast majority of items (27 of 31) on the III had positive skewness. Square 
root transformations were applied to the 27 skewed variables. All transformations 
improved normality. There were no univariate outliers after performing variable 
transformations. Additionally, the number of multivariate outliers was reduced from 33 
to 21. Due to violation of the assumption of multivariate normality, these 21 cases were 
omitted from the EFA and all CFA, leaving a total of 275 cases for those analyses. Item 
29 on the III, which reads “I should not be thinking this kind of thing” had a bimodal 
distribution. Thus, it was not used in the exploratory or confirmatory factor analyses. 
However, separate regressions were performed (with and without this item) to predict OC 
symptoms. Results were similar, thus the item was retained in all regression analyses. 
The assumptions of linearity and homoscedasticity were assessed with bivariate scatter 
plots on random pairs of III items. No violations of these assumptions were found. 
Confirmatory Factor Analyses
CFA were conducted using the maximum likelihood (ML) estimation method.
The theoretical background for each model is discussed below. Visual representations of 
each model are also included. Prior to examining each model in detail, the process of 
determining the adequacy of model fit is discussed.
Evaluating model fit. All models were initially evaluated using the % (chi- 
square) statistic. The x statistic is assessed using degrees of freedom (df, the difference 
between total df and total parameters to be estimated) (Tabachnick & Fidell, 2001). In 
CFA a non-significant %2 (p > .05) is desired because it indicates that the hypothesized 
model fits the data, whereas a significant x2 suggests that the model does not fit the data. 
Although useful in model fit evaluation, many other fit indices were developed because
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the x2 statistic is dependent on sample size (Hu & Bentler, 1995). One rule of thumb 
statistic is % /df ratio. Tabachnick and Fidell (2001) report that a % /df ratio less than two 
is suggestive of a good fitting model. The following indices were also used to evaluate 
model fit: goodness-of-fit-index (GFI), adjusted goodness-of-fit index (AGFI), Tucker- 
Lewis index (TLI), comparative fit index (CFI), and the root mean square error of 
approximation (RMSEA).
The GFI is an index that measures the variance and covariance accounted for by 
the population covariance matrix (Tabachnick & Fidell, 2001). It is appropriate for ML 
estimation (Hu & Bentler, 1995). The AGFI is similar to the GFI, except that it adjusts 
for the number of degrees of freedom in the hypothesized model (Byrne, 2001). Both 
indices have been referred to as absolute fit indexes because they compare the 
hypothesized model to no model (Hu & Bentler, 1995). GFI and AGFI values close to 1 
are indicative of a good fitting model (Byrne, 2001). The TLI is also appropriate for ML 
estimation and assumes normality (Hu & Bentler, 1995). Values close to 1 (e.g., > .95) 
reflect a good fit (Byrne, 2001). The CFI was created to improve the normed fit index 
by taking non-centrality into account (Tabachnick & Fidell, 2001). Values > .95 are 
indicative of good fit (Hu & Bentler, 1999). The RMSEA provides an estimation of how 
close the hypothesized model fits with a perfect model (Byrne, 2001; Tabachnick & 
Fidell, 2001). Hu and Bentler (1999) note that values < .06 indicate good fit, while 
others have proposed that values between .06 and .10 reflect mediocre fit and above .10 
indicate poor fit (MacCallum, Browne, & Sugawara, 1996).
One-factor CFA model. A CFA was performed on 30 items from the III (recall 
that item 29 was excluded from all CFA analyses due to its bimodal distribution). The
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all-encompassing one-factor model representing maladaptive thought appraisals is 
presented in Figure 1. The rectangles represent measured variables and the circle 
represents the latent variable (i.e., factor). This analysis was conducted to test the 
structure hypothesized by the OCCWG (in press). Results do not support the one-factor 
model. The % statistic and fit indexes are reported in the first row of Table 3. 
Standardized regression weights (loadings) are reported in Appendix I.
Figure 1.
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Table 3.
Summary o f goodness-of-fit statistics for CFA
CFA model_______ v2 DF y2/DF GFI AGFI TLI CFI RMSEA
1. One-factor. 1739.00* 405 4.29 .631 .576 .758 .775 .110
2. Three-factor: 1708.84* 403 4.24 .721 .678 .762 .780 .109
Original III
subscales.
3. Two-factor: 1576.87* 376 4.19 .650 .595 .768 .785 .108
Occurrence
and Content.
*p < .001. N = 275 for all analyses.
%2 = chi-square (minimum discrepancy), DF = degrees of freedom, GFI = goodness-of- 
fit-index, AGFI = adjusted goodness-of-fit index, TLI = Tucker-Lewis index, CFI = 
comparative fit index, RMSEA = root mean square error of approximation.
Three-factor CFA model: Using Original Subscales. A second CFA was 
performed on 30 items of the III. The hypothesized model (see Figure 2) was based on 
the theoretically derived subscales of the III. The significant %2 statistic and fit indexes 
do not support the theoretically derived model of the III initially proposed by the 
OCCWG (1997, 2001). The results are reported in the second row of Table 3. 
Standardized regression weights are reported in Appendix I.
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Figure 2.
Three-factor model o f the III using original theoretically-derived subscales
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Two-factor CFA model: Occurrence and Content. As described earlier, five 
raters provided independent ratings of each item on the III (see Appendix J). Any rating 
discrepancies were discussed until total agreement among raters was achieved. Cohen’s 
kappa was calculated to assess initial agreement prior to group discussion. Results
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showed good inter-rater reliability (see Table 4). Agreement was not achieved for item 
17. Thus, it was excluded from the analysis.
Table 4.
Rater agreement for “occurrence ” and “content” ratings o f III items
Rater 1.* 2 ** 3. 4. .5
1.* — .861 .793 .862 .793
2 ** — .794 .861 .657
3. — .793 .724
4. — .793
5. —
Note. All kappa values significant at/? < .001. 
* Principal investigator.
** Advisor.
A CFA was then conducted on 29 items of the III. The hypothesized two-factor 
model is presented in Figure 3. Results, reported in the third row of Table 3, fail to show 
support for the two-factor model. See Appendix I for standardized regression weights for 
this model.
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Figure 3.
Two-factor model o f  the III using Occurrence and Content ratings










An exploratory factor analysis (EFA), using the maximum likelihood extraction 
method and direct oblimin rotation was conducted with the sample of 275 individuals.
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Factor analysis was used instead of principal components analysis (PC A) because the 
underlying factor(s) that comprise the III were being investigated in order to provide a 
theoretical explanation of the factors comprising the measure. Unlike factors in EFA, 
components in PC A are not necessary representative of underlying constructs (Tabchnick 
& Fidell, 2001). Of note, item 29 on the III (“I should not be thinking this kind of thing”) 
was not included in the factor analysis because its bimodal distribution violates the 
assumption of normality (Comrey & Lee, 1992). In order to determine the number of 
factors to retain, Kaiser’s criterion, the scree plot, and parallel analysis were considered. 
SPSS uses Kaiser’s criterion and produced a four-factor model. Examination of the scree 
plot revealed that three factors should be retained. Results of a parallel analysis 
suggested that a two-factor be retained. Parallel analysis has been argued to be a more 
favourable approach than Kaiser’s criterion for determining the number of factors to 
retain because the former determines more useful and informative factors that account for 
a greater amount of variance than chance would predict, while the latter accounts only for 
more variance than a single measured variable (Preacher & MacCallum, 2003). With 
respect to determining the number of factors to retain, Preacher and MacCallum (2003) 
state “when the scree test and parallel analysis are combined with judgement based on 
familiarity with the relevant literature and the variables being measured, an informed 
decision can be made” (p. 25). Furthermore, they suggest that when a discrepancy exists 
between the scree test and parallel analysis, separate analyses should be conducted using 
the different number of factors. The final decision as to the number of factors to be 
retained should be based on the interpretability of the factors produced by each of the 
solutions. Thus, two- and three-factor EFAs were conducted and analyzed for
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interpretability. A factor in the three-factor model had only one loading > .55. The two- 
factor model was retained because it was more interpretable.
The Kaiser-Meyer-Olkin Measure of Sampling Adequacy for the two-factor 
model was high (.95) indicating that the data are appropriate for factor analysis (Field, 
2000; Tabachnick & Fidell, 2001). To be retained on a particular factor, items were 
required to have factor loadings > .55 on only one factor and no loadings > .32 on the 
other factor. Comrey and Lee (1992) suggest that loadings equal to or above .55 are 
“good” because they explain a meaningful portion of variance. For example, a loading of 
.55 shares 30% of common variance with the factor. The rationale for excluding 
variables from a factor if they had loadings > .55 on the principal factor and a loading > 
.32 on the other factor was that these variables were considered complex (i.e., correlated 
with both factors). The > .32 value was chosen because Comrey and Lee (1992) suggest 
that loadings below .32 should not be interpreted. Items that loaded on the first factor, 
accounted for 47.7% of the variance, while those that loaded on the second factor 
accounted for 5.7% additional variance. Combined, the two-factor model explained 
53.4% of the variance. Eleven items failed to clearly load on only one factor. Possible 
reasons for this are discussed below. See Table 5 for a list of the factor loadings. The 
eigenvalues for the first ten factors were 14.8, 2.2, 1.5, 1.0, .86, .85, .75, .70, .63, and .58. 
The two factors correlated within the moderate range (r = -.67).
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Table 5.
Exploratory factor analysis using the maximum likelihood extraction method with direct 
oblimin rotation o f the Interpretation o f Intrusions Inventory (III, bolded items indicate
loadings that met the > .55 cut-off.
# III Item Factor 1 Factor 2
15 Now that I've thought of something bad that could go 
wrong, I have a responsibility to make sure it doesn't 
happen.
.90 .14
3 Because I've thought of bad things that might happen, 
I must act to prevent them.
.85 .14
9 If I don't do something about this intrusive thought, it 
will be my fault if something terrible happens.
.81 -.01
4 Because I have this thought, it must be important. .70 .09
14 I cannot take the risk that this thought will come true. .69 -.06
28 I'll feel guilty unless I do something about this 
thought.
.69 -.19
19 I need to be certain something awful won't happen as 
a result of this thought.
.67 -.21
23 I would be irresponsible if I ignored this intrusive 
thought.
.64 -.18
12 It's wrong to ignore this unwanted thought. .64 -.04
21 Having this intrusive thought means I'm out of 
control.
-.07 -.94
17 Having this intrusive thought means that I could lose 
control of my mind.
-.01 -.85
22 Having this thought means I am weird or abnormal. -.12 -.82
16 Because I've had this thought, I must want it to 
happen.
-.05 -.79
11 Because this thought comes from my mind, I must 
want to have it.
-.09 -.78
24 Having this intrusive thought means I am a terrible 
person.
.02 -.74
13 Because I can't control this thought, I am a weak 
person.
.13 -.64
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27 The more I think about these things, the greater the 
risk they will come true.
.22 -.64
30 If I don’t control this thought, I’ll be punished. .20 -.60
25 If I don't control this unwanted thought, something 
bad is bound to happen.
.32 -.59
31 If I ignore this thought, I could be responsible for 
serious harm.
.54 -.35
8 Because I've had this intrusive thought, what I'm 
doing will be ruined.
.30 -.53
20 This thought could harm people. .27 -.46
18 I would be a better person if I gained more control 
over this thought.
.29 -.45
26 I must have control over this thought. .45 -.26
10 I am irresponsible if I don’t resist this unwanted 
thought.
.42 -.36
7 This intrusive thought could be an omen. .41 -.26
6 Thinking this thought could make it happen. .41 -.36
2 Having this unwanted thought means I will act on it. .32 -.40
1 I must regain control of this thought. .34 -.04
5 I should be able to rid my mind of this thought. .29 .00
sfote: Item 29 “I should not be thinking this kind of thing” was not used in t re analysis
due to its bimodal distribution.
Factor 1: Responsibility. Factor 1 is comprised of 9 items that reflect appraisals 
of responsibility in which the primary concern is that something terrible is going to 
happen. One who appraises in such a manner feels responsible for preventing the feared 
events from occurring. The three items that loaded the highest on this factor were “Now 
that I've thought of something bad that could go wrong, I have a responsibility to make 
sure it doesn't happen” (.90), “Because I've thought of bad things that might happen, I 
must act to prevent them” (.85), and “If I don't do something about this intrusive thought,
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Examination of the factor structure of the III 47 
it will be my fault if something terrible happens” (.81). Eight of the nine items that 
comprise this factor were items from the theoretically derived Responsibility subscale 
created by the OCCWG. The remaining item, “Because I have this thought, it must be 
important,” was from the Importance of Thoughts subscale. This item was the fourth 
highest loading (.70) on Factor 1.
Factor 2: Importance/Control o f Thoughts. The second factor consists of 10 
items reflecting appraisals whereby excessive importance has been attached to the 
thought and there is a focus on controlling one’s mental state. The excessive importance 
involves the perceived personal/moral consequences associated with the thought. The 
three highest loading items on this factor were “Having this intrusive thought means I’m 
out of control” (-.94), “Having this intrusive thought means that I could lose control of 
my mind” (-..85), and “Having this thought means I am weird or abnormal” (-.82). In 
contrast with Factor 1, these appraisals involve catastrophic misinterpretations of the 
personal significance of the unwanted thought, which often coincides with attempts to 
control one’s mental state. Most items explicitly state that the presence of an intrusive 
thought is indicative of a character flaw and the presence of an intrusive thought 
precludes one from feeling as if they are in control of their mind.
Complex and low loading items. Eleven items on the III (1, 2, 5, 6, 7, 8, 10, 18, 
20, 26, and 31) failed to meet the .55 cut-off and many of these had relatively high 
loadings on both factors.
Two-factor CFA model: Responsibility and Importance/Control o f Thoughts
A final CFA was conducted on 19 items of the III. The hypothesized model was 
based on the results of the EFA conducted in the present study, which consists of two
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types of appraisals: Responsibility and Importance/Control of Thoughts. See Figure 4 for 
a visual representation of the model. It must be noted that this analysis is not truly 
confirmatory because it utilized the same data from which the EFA was conducted. The 
X2 statistic was significant, suggesting that the fit between the data and model data may 
not be adequate. The RMSEA value of .095 is indicative of a mediocre fit, while the CFI 
value (.90) approaches the .95 cut-off proposed by Hu and Bentler (1999). Overall, the 
fit between the data and model is not entirely adequate but with a good RMSEA value, 
and other indices that approach established cut-off values, it reflects a closer fit than the 
other tested models. Goodness-of-fit statistics are reported below in Table 6. 
Standardized regression weights are reported in Appendix I.
Table 6.
Summary o f goodness-of-fit statistics for two-factor CFA model based on EFA results
CFA model_______ v2 DF y2/DF GFI AGFI TLI CFI RMSEA




*/><.001. N = 275.
X2 = chi-square (minimum discrepancy), DF = degrees of freedom, GFI = goodness-of- 
fit-index, AGFI = adjusted goodness-of-fit index, TLI = Tucker-Lewis index, CFI = 
comparative fit index, RMSEA = root mean square error of approximation.
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Figure 4.
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Regression Analyses
Prior to conducting regressions, the assumptions were evaluated. All 39 items on 
the PI-WSUR were slightly positively skewed. This is normal for a non-clinical sample, 
as they are expected to endorse less OC symptoms than a sample of individuals with 
OCD. Nonetheless, in order to meet the assumption of normality, the positively skewed 
total PI-WSUR score was transformed using the square root method. Examination of 
histograms and box plots revealed two univariate outliers on one item. The two scores on 
this item were reduced to one and two units higher than the next highest score on that 
item (Tabachnick & Fidell, 2001). Following this transformation, there were no longer
•y
any univariate outliers. Using a critical value of % (39) = 72, 35 multivariate outliers 
were found. To examine the influence of excluding and including cases with multivariate 
outliers, regressions were conducted with and without these cases.
Examination of histograms and box plots revealed no univariate outliers on the
*y
Y-BOCS. Using a critical value of % (10) = 29.58, 20 multivariate outliers were found. 
Regressions were conducted with and without these cases. The total Y-BOCS score 
variable was positively skewed. It was transformed using the square root method. 
Multicollinearity and singularity were assessed by examining the results of the 
regressions. Some multicollinearity was evident in the regressions, especially between 
Responsibility and Importance of Thoughts, however standard errors were small, which 
suggest that multicollinearity is not a significant problem.
To investigate the predictive power of the subscales of the III, several hierarchical 
regressions were conducted. In some regression analyses, the Responsibility subscale 
was entered into the equation first and the other subscales were added in successive steps
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to investigate whether they added to the prediction of OC symptoms, as assessed by 
either the PI-WSUR or the Y-BOCS. In others analyses, the Responsibility subscale was 
entered last, in order to determine whether it contributed to the prediction on OC 
symptoms with the other two subscales already included. Recall that the Responsibility 
subscale was hypothesized to be the strongest predictor of OC symptoms. The rationale 
is that there are more appraisals that focus on the content of the intrusive thought on that 
subscale than on any other. It was argued that these “content” appraisals have more of a 
real-world consequence and thus, are more distressing than other types of appraisals. The 
prediction was also made because the concept of responsibility has received more 
empirical support for its implications in the development and maintenance of OCD than 
the other two types of appraisal mechanisms discussed earlier.
All regressions described in this section were conducted with outliers excluded.
In the first group of analyses, hierarchical regressions were conducted using the III 
subscales to predict PI-WSUR scores. Responsibility was entered into the equation first 
and explained 18% of the variance in PI-WSUR scores (see Table 7). Only 1% of 
additional variance was explained by including the Importance of Thoughts subscale and 
no further additional variance was explained by adding the Control of Thoughts subscale. 
Responsibility was a significant predictor at each step.
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Table 7.
Hierarchical Regression Analysis for III Subscales Predicting Obsessive-Compulsive
Symptoms as Assessed by the PI-WSUR (N = 239)
Variable____________B SEB  B________ R2 AT?2 F-chanee
Step 1 .18 .18 51 72***
Responsibility .07 .01 42***
Step 2 .19 .01 2.76
Responsibility .05 .02 29**
Importance .03 .02 .16
Step 3 .19 .00 .09
Responsibility .05 .02 .30**
Importance .03 .02 .17
Control .00 .01 -.03
** p  < .01. *** p  < .001.
Another regression analysis was conducted with Responsibility entered into the 
equation last to see if it explained additional variance in predicting PI-WSUR scores 
beyond that of the other subscales. Significant F-change values were present at each step. 
Control of Thoughts only explained 9% of the variance in PI-WSUR scores. When 
Responsibility was added to the prediction equation it explained significantly more 
variance in PI-WSUR scores. Of note, when all three subscales were entered into the 
regression equation, Responsibility was the only significant predictor. Results are 
reported in Table 8.
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Table 8.
Hierarchical Regression Analysis for III Subscales Predicting Obsessive-Compulsive 
Symptoms as Assessed by the PI-WSUR (N = 239)
Variable___________ B SEB  B R2 AR2 F- change
Step 1 .09 .09 24.25***
Control .04 .01 .31***
Step 2 .16 .07 18.36***
Control .01 .01 .05
Importance .06 .02 .36***
Step 3 .19 .03 8.88**
Control .00 .01 -.03
Importance .03 .02 .17
 Responsibility______ .05 .02 .30**____________________________,
**p<  .01. *** p  < .001.
Hierarchical regressions were conducted to predict Y-BOCS scores. In the first of 
these analyses, Responsibility was entered first into the equation (see Table 9). 
Responsibility alone accounted for 18% of the variance in Y-BOCS scores. The addition 
of Importance of Thoughts significantly added to the prediction and explained another 
2% of variance. The Control of Thoughts subscale did not account for any additional 
variance in Y-BOCS scores. Of note, when all predictors were entered into the equation, 
Importance of Thoughts was the only significant predictor. Responsibility, which was 
significant at step 2, showed a trend towards significance (p = .057) in step 3.
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Table 9.
Hierarchical Regression Analysis for III Subscales Predicting Obsessive-Compulsive 
Symptoms as Assessed by the Y-BOCS (N = 268)
____________ Variable_____ B_____ SE B 13________ R?______A R2 F-change
Step 1 .18 .18 56.37***
Responsibility .07 .01 42***
Step 2 .20 .03 8.74**
Responsibility .04 .02 .20*
Importance .05 .02 27**
Step 3 .20 .00 .16
Responsibility .03 .02 .19
Importance .05 .02 .26**
Control .01 .01 .03
p < .05. * * p < . 01. * * * p <. 001.
Hierarchical regression analyses were conducted with Control of Thoughts 
entered into the equation first. Control of Thoughts only explained 11% of variance in Y- 
BOCS scores. Importance of Thoughts explained an additional 8% of variance and in 
step 3, Responsibility accounted for 1% of additional variance. The addition of 
Responsibility did not provide a significant F-change, but there was a trend towards 
significance (p = .057). At step 3, Importance of Thoughts was the only significant 
predictor of Y-BOCS scores. These results are reported in Table 10.
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Table 10.
Hierarchical Regression Analysis for III Subscales Predicting Obsessive-Compulsive 
Symptoms as Assessed by the Y-BOCS (N = 268)
Variable B SEB  B R2 A R2 F- change
Step 1 .11 .11 34.20***
Control .05 .01 .34***
Step 2 .19 .08 25.12***
Control .01 .01 .08
Importance .07 .01 .38***
Step 3 .20 .01 3.66
Control .01 .01 .03
Importance .05 .02 .26**
 Responsibility______ .03 .02 .19_____________________________ .
**p<. 0l .  ***/><.001.
Lastly, regressions were conducted to investigate the predictive power of the III 
subscales when used in conjunction with another subscale. The interaction between 
subscales may greatly improve the prediction of scores of measures of OC symptoms. To 
reduce the impact of multicollinearity, the III subscales were centred prior to the 
analyses. To centre the subscales, the mean score on the respective subscale was 
subtracted from each participants score on that subscale. Then the centred variables were 
multiplied together to get a new interaction term (e.g., Responsibility x Importance of 
Thoughts). This does not change the essence of the analysis but it prevents 
multicollinearity. This process was deemed necessary due to the strong correlations
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between subscales. The Responsibility subscale was the only significant predictor of PI- 
WSUR scores (see Table 11).
Table 11.
Simultaneous Multiple Regression Analysis for Centred III Subscales and Interactions o f 
Subscales Predicting Obsessive-Compulsive Symptoms as Assessed by the PI-WSUR 
(N = 239)
Variable B SEB 3
Responsibility .05 .02 29**
Importance .03 .02 .19
Control .00 .01 -.03
Responsibility x Importance 
Interaction
.00 .00 -.09
Responsibility x Control 
Interaction
.00 .00 -.06
Importance x Control 
Interaction
.00 .00 .07
Note. R2 = .20 ip < .001).
**p<.  01.
The same predictors were then used to predict Y-BOCS scores. Importance of 
Thoughts was the sole significant predictor of Y-BOCS scores (see Tables 12).
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Table 12.
Simultaneous Multiple Regression Analysis for Centred III Subscales and Interactions o f  
Subscales Predicting Obsessive-Compulsive Symptoms as Assessed by the Y-BOCS 
(N = 268)
Variable________________ B SE B B_______
Responsibility .02 .02 .16
Importance .05 .02 .28**
Control .01 .01 .05
Responsibility x Importance 
Interaction
.00 .00 -.04
Responsibility x Control 
Interaction
.00 .00 .15
Importance x Control 
Interaction
.00 .00 -.08
Note. R2 = 2 \  (p<  .001).
** p  < .01.
Overall, the results of the regression analyses provide partial support for 
hypothesis two. As predicted, Responsibility was the best predictor of OC symptoms, as 
measured by the PI-WSUR. In contrast to hypothesis two, Importance of Thoughts was a 
better predictor of OC symptoms, as measured by the Y-BOCS, than was Responsibility1. 
Correlations
Previous findings from the OCCWG (2001, 2003) found that intercorrelations 
among III subscales ranged from 0.68 to 0.88. Correlations among III subscales, in the 
present study, fell within the range found by the OCCWG (0.73 to 0.79). The
1 'Due to the minimal differences between analyses with and without multivariate outliers, and to
regression being sensitive to outliers, only those analyses that excluded outliers were reported above. All 
of the same regression analyses were conducted with outliers and are reported in Appendix K in the same 
order as described in this section.
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correlations among III subscales and the BAI were also similar to previous findings 
(OCCWG, 2001). The range of correlations among III subscales and the BDI-II ranged 
from 0.37 to 0.50. The OCCWG (2001, 2003) found correlations between the original 
version of the BDI and the III subscales ranged from 0.22 to 0.50. Similar to their 
findings, III scores were found to correlate with anxiety, depression, and OC symptoms. 
The III failed to exhibit good discriminant validity as it correlated with the PI-WSUR and 
Y-BOCS to the same extent as it did with the BAI and BDI-II. See Table 13 for 
correlations among III total and subscale scores with measures of anxiety, depression, 
and OCD.
Table 13.
Correlations between III and measures o f OC symptoms, anxiety, and depression
Scale/Subscale 1 2 3 4 5 6 7 8
1. Ill total .91 .92 .92 .48 .48 .44 .45
2. Responsibility — .74 .73 .44 .44 .36 .37
3. Importance of thoughts — .79 .45 .45 .46 .50
4. Control of thoughts — .42 .42 .39 .39
5. PI-WSUR — .51 .49 .42
6. Y-BOCS — .41 .39
7. BAI — .54
8. BDI-II _ _
Note. All correlations significant at p. < .01.
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Chapter IV 
DISCUSSION
One of the purposes of the present study was to provide an independent 
replication of the EFA that was performed on the III by the OCCWG (in press), which 
produced one factor. Interestingly, results of the EFA produced a two-factor structure. 
These factors were interpreted as representing appraisals of Responsibility and 
Importance/Control of Thoughts. A possible explanation for the discrepant findings may 
have to do with the samples that were used. The OCCWG performed an EFA on data 
provided by individuals with an OCD diagnosis, whereas the EFA in the present study 
was based on data from a non-clinical sample. This suggests that the structure of the III 
may differ depending on the sample used.
The first factor produced by the EFA conducted in the present study was 
interpreted as reflecting appraisals of Responsibility. It consisted of nine items, eight 
from the Responsibility subscale as theoretically derived by the OCCWG (1997, 2001), 
and one from the Importance of Thoughts subscale. These items primarily reflect 
appraisals described by Salkovskis (1989) in which the individual feels an inflated sense 
of responsibility for preventing the perceived adverse consequences associated with the 
content of the thought. It is difficult to draw a clear explanation as to why the Importance 
of Thoughts item (#4, “Because I have this thought, it must be important”) loaded on this 
factor. One possibility is that these appraisals involve a person thinking about a 
catastrophic real-world outcome that they perceive responsibility for, and thus think the 
thought is important. Of note, this item does not load on the second factor, likely because
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it does not directly reflect an appraisal involving importance and perceived failed mental 
control.
The second factor produced by the EFA conducted in the present study was 
labeled Importance/Control of Thoughts. This factor consists of ten items, five from each 
of the theoretically derived Importance and Control of Thoughts subscales (OCCWG, 
1997, 2001). These items primarily consist of appraisals involving the perceived adverse 
personal-related consequences associated with the occurrence of the thought and the 
perception of failed mental control. Although the majority of items consist of such 
appraisals, some items (with lower loadings) reflect appraisals of mental control with 
consequences that are not necessarily personal in nature. For example, one who endorses 
item 27, “The more I think about these things, the greater the risk they will come true,” is 
focusing on mental control, however, the consequence of faulty mental control does not 
appear to be personal or moral in nature. In item 25, “If I don't control this unwanted 
thought, something bad is bound to happen,” the specific consequences are not specified. 
However, they could be of a real-world or personal/moral nature. Perhaps the reason for 
this item loading on Factor 2 is that participants were thinking of personal consequences 
when endorsing this item.
Interestingly, when the OCCWG created the III and the OBQ (the OBQ assesses 
belief domains pertinent to OCD), the domains of Importance and Control of Thoughts 
were hypothesized to be distinct factors. However, the factor analytic results for the 
OBQ, using a sample of individuals with OCD, revealed that the Importance and Control 
of Thoughts subscales loaded together on one factor (OCCWG, in press). The OCCWG 
labeled this factor, Importance/Control of Thoughts. These previous findings of the
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OCCWG, and the results of the present study, provide converging empirical evidence 
suggesting that the Importance and Control of Thoughts subscales are better described as 
measuring a single unitary construct.
Clark’s (2004) cognitive control theory of obsessions may provide further 
evidence for Importance and Control of Thoughts items loading together. The primary 
proposition of Clark’s model is that integral in the maintenance of obsessions are 
maladaptive appraisals of mental control over intrusive thoughts arising from the 
perceived adverse consequences associated with a failure in mental control. Clark posits 
that upon experiencing an intrusive thought, individuals with OCD engage in primary 
appraisals of the occurrence of the unwanted thought and secondary appraisals of mental 
control. He states that primary appraisals can focus on overimportance of thoughts, 
inflated responsibility, and threat. Secondary appraisals “focus on the importance and 
perceived consequences of failed mental control” (p. 137). An individual with OCD 
might appraise an intrusive thought in the following manner, “The presence of this 
thought is important because it indicates that I am weak. Therefore, I must exert total 
control over this thought.” Here appraisals of importance and mental control go hand in 
hand, which helps to explain why the Importance/Control of Thoughts factor was 
produced from the EFA in the present study.
Additional support for the co-occurrence of appraisals of excessive importance 
and mental control is provided by research that examined attributions of failed thought 
control (Tolin, Abramowitz, Hamlin, Foa, & Synodi, 2002). Individuals with OCD 
attributed their thought suppression failure to internal character flaws (e.g., “I am 
mentally weak”) to a greater extent than the non-clinical control group. This suggests
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that appraisals of excessive personal significance coincide with the perceptions of failed 
mental control in the experience of OCD.
It could also be argued that the Importance/Control of Thoughts factor could be 
characterized as one of moral responsibility for the occurrence of intrusive thoughts, as 
per Salkovskis’ model. As described earlier, Salkovskis posits that people with OCD 
often feel responsible for preventing perceived negative outcomes, which may occur in 
the real world, or at a moral level (Salkovskis et al., 2000). However, Salkovskis and 
Wahl (2003) note that the inflated sense of responsibility experienced by individuals with 
OCD more closely involves concerns of being responsible for the content than for the 
occurrence of the thought. The second factor produced by the EFA was not labeled as 
one of moral responsibility because the particular items that comprise this factor do not 
necessarily require a feeling of responsibility. The highest loading item on this factor 
reads, “Having this intrusive thought means I'm out of control.” While it is possible that 
the appraiser feels responsible for the occurrence of the thought, they certainly could 
believe that this idea was entirely true without feeling responsible in any way. Thus, it 
might be incorrect to believe, for these appraisals, that one usually feels a sense of moral 
responsibility for the occurrence of their intrusive thought. Therefore, the 
Importance/Control of Thoughts label seems more appropriate because it more accurately 
reflects appraisals that focus on the relevant personal meaning of the intrusive thought 
and failed mental control.
Ten items on the III had complex loadings (i.e., had low to moderate loadings on 
both factors) and one item (# 5) failed to load on either factor. This suggests that these 
items are not pure measures of one specific type of appraisal, which makes their
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interpretation difficult. Pending future replication(s) of these findings, the removal of 
these items from the III should be considered. Items that load on only one factor are 
more desirable because they provide a clear indication of the type of appraisal made by 
individuals. Item 29, “I should not be thinking this kind of thing,” should also be 
considered for removal from the III due to its bimodal distribution. The III could be 
shortened to include only those items that load onto a specific factor. Alternatively, the 
scale could remain a similar length by adding new items that provide a better fit to these 
subscales.
The first hypothesis predicted that a two-factor model of appraisals related to both 
aspects of responsibility (occurrence and content) would provide a better fit to the data 
than a one-factor model hypothesized by the OCCWG (in press) or a three-factor model 
representing the theoretically derived subscales of the III. Results failed to show support 
for any of the three models. Another CFA was conducted using the newly derived two- 
factor model based on the factors produced in the EFA performed in the present study. 
Although this does not represent a true confirmatory analysis, because the analysis was 
conducted using the same sample as the exploratory analysis, it does provide a basis for 
comparison to the other hypothesized models. The fit of this model was not entirely 
adequate but examination of fit indexes revealed some values indicative of good fit and 
others approaching good fit. It was a better fitting model than any other tested model.
It was expected that CFAs for the three-factor model using the theoretically 
derived subscales, and the one-factor model hypothesized by the OCCWG (in press), 
would provide an inadequate fit for the data. However, it was unexpected that the CFA 
specifying the two-factor model of inflated responsibility for the occurrence and content
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also failed to adequately fit the data. One explanation for this finding is that several III 
items could be interpreted as content or occurrence items depending on the mindset of 
the individual. For example, an individual who highly endorses item 4 “Because I have 
this thought, it must be important” could be thinking about the content of the thought and 
its importance in the real world (e.g., “this thought is important because it is an indication 
that I might harm my children”). Conversely, another individual could be focusing 
primarily on the occurrence of the thought and the perceived important personal 
implications associated with the thought (e.g., “this thought is important because it means 
that I am weak and inadequate”). This suggests that the CFA results may have failed to 
support the two-factor model of occurrence and content because individuals likely tended 
to rate some items with occurrence appraisals in mind, and others with content appraisals 
in mind, within each category (occurrence and content).
Another possibility is that the two-factor model of occurrence and content 
appraisals was not supported because the appraisals of occurrence and content commonly 
occur together (Salkovskis, Richards, & Forrester, 1995). Thus, the model may have 
been found to inadequately fit the data because individuals in the present study may have 
been appraising both the occurrence and content together (as opposed to separately) for 
some items in the III.
Partial support was found for hypothesis two, which predicted that compared to 
the Control and Importance of Thoughts subscales, Responsibility would be the best 
predictor of the severity of OC symptoms. Interestingly, the subscale that provided the 
best prediction of OC symptoms differed depending on the measure used to assess the 
severity of OC symptoms. As predicted, Responsibility was the strongest predictor of
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OC severity measured by the PI-WSUR. However, Importance of Thoughts was a better 
predictor of OC symptom severity as assessed by the Y-BOCS. The Control of Thoughts 
subscale had the weakest predictive power of the three subscales. These divergent 
findings may be partly a result of scales that differ in the manner in which they assess the 
presence and severity of OC symptoms. This proposition is examined below in detail.
It is argued here that elevated scores on the Y-BOCS are indicative of more 
severely disturbed individuals than elevated scores on the PI-WSUR. This rationale is 
based on the structure of the two scales. Prior to inquiring about the severity of OC 
symptoms (if applicable), the Y-BOCS lists numerous types of obsessions and 
compulsions. Individuals are instructed to check the box beside the item if they currently 
experience that obsession or compulsion. Thus, this dichotomous section only allows for 
indications that the symptom is present or absent. Before making their severity ratings in 
the second section, individuals are instructed to make their ratings based on those 
symptoms that they indicated were present in the previous section. Therefore, the only 
symptoms that are rated for severity are those that “pass” the dichotomous stage. On the 
PI-WSUR, individuals are given a list of thoughts and behaviours, and are asked to 
indicate the level of disturbance that they cause on a continuous scale. It stands to reason 
that individuals are more likely to endorse symptoms as being present on the PI-WSUR 
than on the Y-BOCS. For example, on the PI-WSUR a respondent might report “a little” 
disturbance to the item, “I feel my hands are dirty when I touch money.” However, on 
the Y-BOCS a similar item would not likely be rated for severity because it would not 
likely pass the dichotomous stage because the person feels the symptom is of little 
significance (i.e., it causes no more than minor distress). Only symptoms that more
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significantly impact the individual are likely to be endorsed on the Y-BOCS. Therefore, 
the symptoms that are rated for severity are different in each measure, which may have 
resulted in the discrepant regression findings in the present study. To review, it is argued 
that the elevated scores on the Y-BOCS are indicative of more significant OC symptoms. 
However, the reason why Importance of Thoughts was a better predictor of Y-BOCS 
scores than Responsibility scores and why Responsibility was better than Importance of 
Thoughts in the prediction of PI-WSUR scores still requires further explanation.
In the present study, the more severe the OC symptoms as measured by the Y- 
BOCS, the greater they were predicted by the Importance of Thoughts subscale. This 
finding may be understood by the notion that the anxiety/discomfort caused by many of 
these appraisals is more difficult to temporarily abate than for appraisals of inflated 
responsibility. For example, someone who makes the following intrusive thought 
appraisal, “Now that I’ve thought of something bad that could go wrong, I have the 
responsibility to make sure it doesn’t happen,” (III item #15,  Responsibility subscale) 
has a direct and identifiable way of alleviating their tense state. They may engage in 
checking, reassurance seeking, or other behaviors to reduce/eliminate their discomfort. 
However, when an appraisal such as “Having this thought means I am weird or 
abnormal” (III item # 22, Importance of Thoughts subscale) is made, a way of alleviating 
the anxiety/discomfort is less apparent. Based on Clark’s (2004) cognitive control theory 
of obsessions, secondary appraisals of mental control arise after appraisals of 
overimportance have been made. As discussed earlier, attempts at mental control often 
involve thought suppression, which has a paradoxical effect (Wegner et al., 1987) thus 
increasing the frequency of the obsessional thought (Rachman, 1998) and causing the
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appraiser to experience heightened distress. With these types of appraisals, the level of 
distress can remain stable or actually increase. Therefore, appraisals involving excessive 
importance may be more distressing than appraisals of responsibility, thus explaining 
why they were a better predictor of the measure of more severe OC symptoms (i.e., Y- 
BOCS).
Appraisals of Importance of Thoughts might also cause more distress than those 
of Responsibility because the former involve thoughts that contradict one’s values and 
self-identity (Rachman, 1998; Rowa & Purdon, 2003). Appraisals of responsibility in the 
III appear to have more real-world consequences, which imply that there is a real-world 
solution (e.g., checking enough). Several appraisals of overimportance in the III reflect 
character flaws associated with the occurrence of the thought. It can be argued that there 
are no real-world implications with these types of appraisals. It may be that character 
flaws are more difficult to escape, given that they are internal and stable. The individual 
may be more trapped and thus, more anxious about the occurrence and meaning of their 
mental intrusions, thus explaining why Importance of Thoughts appraisals were the best 
predictor of the measure of more severe OC symptoms (i.e., Y-BOCS).
The third hypothesis predicted that correlations involving the III would show poor 
divergent validity. Support was found for this hypothesis, as correlations between III 
subscales and measures of OCD symptoms were similar to correlations between the III 
subscales and more general measures of anxiety and depression. This finding is 
consistent with the results found by the OCCWG (2003) and not surprising given that an 
additional anxiety and/or depressive disorder commonly occurs in conjunction with OCD 
(Brown, Campbell, Lehman, Grisham, & Mancill, 2001; Brown, Moras, Zinbarg, &
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Barlow, 1993). Nonetheless, the correlations of the III subscales with measures of 
anxiety and depression pose problems for the specificity of the III (i.e., to measure 
symptoms specific to OCD). To improve the divergent validity of the III, researchers 
should focus on deriving new items that are more specific to OCD.
Data from a sample of 275 undergraduate students were used to conduct the EFA 
and all four CFAs. Presently, there are no well-established guidelines of an adequate 
sample size required for researchers to be confident in the results produced by EFA or 
CFA. Gorsuch (1983) suggested that as a minimum requirement for EFA, there should 
be five participants for every variable. The present research had approximately 9 
participants for each variable. In the rough guidelines described by Comrey and Lee 
(1992), 300 participants were considered a “good” sample size for EFA. Tabachnick and 
Fidell (2001) state that “as a general rule of thumb, it is comforting to have at least 300 
cases for factor analysis” (p. 588). The relatively large sample size is needed to reduce 
the fluctuation of correlation coefficients, which is more common among smaller sample 
sizes (Field, 2000). Thus, larger sample sizes are necessary to reliably estimate 
correlations (Tabachnick & Fidell, 2001). According to these general guidelines the 
sample size of 275 is appropriate for conducting exploratory and confirmatory factor 
analyses. The use of an undergraduate student population to assess appraisals of intrusive 
thoughts is also appropriate because research has shown that such unwanted thoughts are 
not specific to those with OCD, but are present in virtually all people (Rachman & de 
Silva, 1978; Salkovskis & Harrison, 1984). Moreover, non-clinical mental intrusions 
were found to be similar in terms of content and type of intrusion (form) to those of a
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clinical sample of individuals with OCD (Rachman & de Silva, 1978). Therefore, the 
chosen sample and sample size were appropriate for the present research.
Limitations o f the Current Study
One limitation of the present study concerns the age of participants. The majority 
of participants were in their late teens to early twenties. It is possible that the results may 
have differed with older or younger samples. Another limitation of the present study was 
conducting a confirmatory analysis on the same sample used for the exploratory analysis. 
As mentioned previously, this does not represent a true confirmatory approach, but it was 
helpful in providing a basis for comparison with the other tested models.
Suggestions for Future Research
Further exploratory research on the factor structure of the III is recommended to 
provide a replication of the current study. Such research could provide support for the 
new two-factor model produced in the current study or provide new information for how 
the model could be improved. It would be particularly beneficial to conduct this research 
in two parts, using individuals with OCD, and using individuals without OCD, in order to 
see if the factor structure is dependent on the sample used.
Future researchers should conduct a CFA on the factor structure proposed in the 
present study. This would represent a true confirmatory approach designed to test the 
adequacy of the newly derived structure found here. If support is found for the two- 
factor structure of Responsibility and Importance/Control of Thoughts then further 
research could investigate the ability of these subscales to predict OC symptoms and OC 
subtypes. Furthermore, researchers could investigate the ability of these two subscales to 
predict scores on self-esteem measures. Perhaps individuals with elevated scores on the
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Importance/Control of Thoughts subscale would score lower on measures of self-esteem 
than those with lower scores on this subscale due to the personal implications associated 
with their appraisals.
Lastly, further research is needed to gain empirical support for the explanation of 
the regression findings provided in the present study. Investigations could focus on the 
differing methods of measuring the severity of OC symptoms in the PI-WSUR and the Y- 
BOCS and their ability to be predicted using III subscales.
Conclusions
The goals of the present study were to examine the underlying structure of the III, 
test a new model of the III, and investigate the ability of this measure to predict 
symptoms of OCD. No support was found for the hypothesized two-factor model 
consisting of “content” and “occurrence” appraisals. The Responsibility and Importance 
of Thoughts subscales were found to be better than the Control of Thoughts subscale at 
predicting symptoms of OCD. Contrary to previous findings of the OCCWG (in press), 
the III was found to have two underlying factors, which were characterized as 
Responsibility and Importance/Control of Thoughts. This finding suggests that when 
individuals appraise their intrusive thoughts in a maladaptive manner, these appraisals 
may consist of feelings of perceived responsibility to prevent harm from befalling 
themselves or others or feelings of defectiveness or inadequacy due to the occurrence of 
the thoughts and failed mental control. Being able to determine the specific type of 
cognitive appraisal mechanism that individuals with OCD use may have strong 
implications for treatment. Individuals who primarily engage in appraisals of inflated 
responsibility might benefit more from a program of treatment designed specifically to
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produce a reduction in their perceived level of responsibility. However, this type of 
treatment might not be as effective for individuals who primarily engage in appraisals in 
which they attach excessive importance and personal meaning to the intrusions and 
perceive to have lost mental control. These individuals might benefit more from 
treatment that focuses specifically on their type of maladaptive appraisals.
In conclusion, before the III can become a truly valid measure of appraisals of 
intrusive thoughts, further research is needed to address its problematic discriminant 
validity and understand its underlying factor structure.
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Appendix A
Letter of Information
Title: W hat Do You Think Is Im portant To Succeed, How Do You Think, W hat Do You 
Eat?
You are asked to participate in a research study conducted by Dr. Josee L. Jarry, Rob Ferguson, 
and Sabreena Bola from the Departm ent o f  Psychology at the University o f  Windsor. Dr. Jarry is 
a faculty m em ber in the Departm ent o f  Psychology, and is supervising Rob Ferguson, and 
Sabreena B ola’s research. These data w ill contribute to a M aster’s thesis, an undergraduate 
thesis, and to faculty research.
I f  you have any questions or concerns about the research, please feel free to contact Dr. Josee L. 
Jarry at (519) 253-3000, ext 2237, and Sabreena Bola and Rob Ferguson at (519) 253-3000 ext 
2215.
• PURPOSE OF THE STUDY
This study examines w hat people think is important to succeed in various areas o f  life. It also 
examines how people think about various issues. Finally, it investigates eating habits.
• PROCEDURES
If  you volunteer to participate in this study, we would ask you to do the following things: 
Complete a series o f  questionnaires for a duration o f  approxim ately one hour in the Fall semester, 
and again in the W inter sem ester o f  2004. I f  you agree, we will also contact you in the Fall 
semester o f  2004 to participate in the same study. This w ill consist o f  com pleting essentially the 
same questionnaires. You m ay be eligible to receive two bonus m arks by participating in the 
Fall, two bonus marks by participating in the W inter semester, and two bonus marks by 
participating in the Fall 2004 semester; i f  you are enrolled in a participating psychology course at 
each o f  these times.
The study will be conducted in Chrysler Hall South, either in room 287 or 265. You will be 
conducted shortly for your session in the Fall. You will be contacted again for the second testing 
session in the Winter. I f  you recognize the experimenter and you feel uncom fortable because o f 
this, you m ay w ithdraw  from the study.
Research findings will be made available to you in the Summer o f 2004 through a WordPerfect 
attachment on Dr. Jarry’s W EB site.
• POTENTIAL RISKS AND DISCOMFORTS
This study involves a very low probability o f  psychological discomfort. However, should you 
feel uncomfortable at all, you m ay contact Dr. Jarry (see above for contact information). If  you 
wish to discuss your concerns with someone unaffiliated w ith the study, you m ay contact 
Psychological Services at (519) 973-7012, or Student Couselling at (519) 973-7002.
• POTENTIAL BENEFITS TO SUBJECTS AND/OR TO SOCIETY
You may find it interesting to participate in this study as it enquires about w hat you perceive is 
important to succeed in various areas o f  your life. This will also benefit the scientific community 
because beliefs about success are an important predictor o f  future behaviour.
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• PAYMENT FOR PARTICIPATION
There is no payment for this study other than being eligible to obtain 2 bonus marks for each time 
that you will participate.
• CONFIDENTIALITY
Any information that is obtained in connection with this study and that can be identified with you 
will remain confidential and will be disclosed only with your permission. To ensure 
confidentiality, you will not write your name on any materials. All your data will be linked with 
a code determined prior to your participation and all questionnaires will be identifies with this 
number. The signed consent forms will be stored separately from the raw data set. An additional 
file will be compiled linking the names and the codes of each participant, so that we can contact 
you again in the Winter to complete part two of the study. This identification file will be kept in 
a file physically separate from the raw data set. The identification file and the consent forms will 
be stored separately from the data set in distinct, locking filing cabinets.
□  Check here if you agree to have your data used in subsequent studies. You may 
withdraw them from subsequent use.
• PARTICIPATION AND WITHDRAWAL
You can choose whether to be in this study or not. If you volunteer to be in this study, you may 
withdraw at any time without consequences of any kind. You may exercise the option of 
removing your data from the study. You may also refuse to answer any questions you don’t want 
to answer and still remain in the study. The investigator may withdraw you from this research if 
circumstances arise which warrant doing so.
• RIGHTS OF RESEARCH SUBJECTS
You may withdraw your consent at any time and discontinue participation without penalty. This 
study has been reviewed and received ethics clearance through the University of Windsor 
Research Ethics Board. If you have questions regarding your rights as a research subject, contact:
Research Ethics Co-ordinator Telephone: 519-253-3000, # 3916
University of Windsor E-mail: ethics@uwindsor.ca
Windsor, Ontario 
N9B 3P4
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Appendix B 
CO N SEN T FO R M
Title: W hat Do You Think Is Im portant To Succeed, How Do You Think, W hat Do You 
Eat?
You are asked to participate in a research study conducted by Dr. Josee L. Jarry, Rob Ferguson, 
and Sabreena Bola from the Department of Psychology at the University of Windsor. Dr. Jarry is 
a faculty member in the Department of Psychology, and is supervising Rob Ferguson, and 
Sabreena Bola’s research. These data will contribute to a Master’s thesis, an undergraduate 
thesis, and to faculty research.
If you have any questions or concerns about the research, please feel free to contact Dr. Josee L. 
Jarry at (519) 253-3000, x 2237, and Sabreena Bola and Rob Ferguson at (519) 253-3000 x 2215.
• PURPOSE OF THE STUDY
This study examines what people think is important to succeed in various areas of life. It also 
examines how people think about various issues. Finally, it investigates eating habits.
• PROCEDURES
If you volunteer to participate in this study, we would ask you to do the following things: 
Complete a series of questionnaires for a duration of approximately one hour in the Fall semester, 
and again in the Winter semester of 2004. If you agree, we will also contact you in the Fall 
semester of 2004 to participate in the same study. This will consist of completing essentially the 
same questionnaires. You may be eligible to receive two bonus marks by participating in the 
Fall, two bonus marks by participating in the Winter semester, and two bonus marks by 
participating in the Fall 2004 semester; if you are enrolled in a participating psychology course at 
each of these times.
The study will be conducted in Chrysler Hall South, either in room 287 or 265. You will be 
conducted shortly for your session in the Fall. You will be contacted again for the second testing 
session in the Winter. If you recognize the experimenter and you feel uncomfortable because of 
this, you may withdraw from the study.
Research findings will be made available to you in the Summer of 2004 through a WordPerfect 
attachment on Dr. Jarry’s WEB site.
• POTENTIAL RISKS AND DISCOMFORTS
This study involves a very low probability of psychological discomfort. However, should you 
feel uncomfortable at all, you may contact Dr. Jarry (see above for contact information). If you 
wish to discuss your concerns with someone unaffiliated with the study, you may contact 
Psychological Services at (519) 973-7012, or Student Couselling at (519) 973-7002.
• POTENTIAL BENEFITS TO SUBJECTS AND/OR TO SOCIETY
You may find it interesting to participate in this study as it enquires about what you perceive is 
important to succeed in various areas of your life. This will also benefit the scientific community 
because beliefs about success are an important predictor of future behaviour.
• PAYMENT FOR PARTICIPATION
There is no payment for this study other than being eligible to obtain 2 bonus marks for each time 
that you will participate.
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• CONFIDENTIALITY
Any information that is obtained in connection with this study and that can be identified with you 
will remain confidential and will be disclosed only with your permission. To ensure 
confidentiality, you will not write your name on any materials. All your data will be linked with 
a code determined prior to your participation and all questionnaires will be identifies with this 
number. The signed consent forms will be stored separately from the raw data set. An additional 
file will be compiled linking the names and the codes of each participant, so that we can contact 
you again in the Winter to complete part two of the study. This identification file will be kept in 
a file physically separate from the raw data set. The identification file and the consent forms will 
be stored separately from the data set in distinct, locking filing cabinets.
□  Check here if you agree to have your data used in subsequent studies. You may
withdraw them from subsequent use.
• PARTICIPATION AND WITHDRAWAL
You can choose whether to be in this study or not. If you volunteer to be in this study, you may 
withdraw at any time without consequences of any kind. You may exercise the option of 
removing your data from the study. You may also refuse to answer any questions you don’t want 
to answer and still remain in the study. The investigator may withdraw you from this research if 
circumstances arise which warrant doing so.
• RIGHTS OF RESEARCH SUBJECTS
You may withdraw your consent at any time and discontinue participation without penalty. This 
study has been reviewed and received ethics clearance through the University of Windsor 
Research Ethics Board. If you have questions regarding your rights as a research subject, contact:
Research Ethics Co-ordinator Telephone: 519-253-3000, # 3916
University of Windsor E-mail: ethics@uwindsor.ca
Windsor, Ontario 
N9B 3P4
• SIGNATURE OF RESEARCH SUBJECT/LEAGAL REPRESENTATIVE
I understand the information provided for the study “What Do You Think Is Important To 
Succeed, How Do You Think, What Do You Eat?” as described herein. My questions have been 
answered to my satisfaction, and I agree to participate in this study. I have been given a copy of 
this form.
Name of Subject
Signature of Subject Date
• SIGNATURE OF INVESTIGATOR
I n  m y  j u d g e m e n t ,  t h e  s u b j e c t  i s  v o l u n t a r i l y  a n d  k n o w i n g l y  g i v i n g  i n f o r m e d  c o n s e n t  t o  p a r t i c i p a t e  
i n  t h i s  r e s e a r c h  s t u d y .
Signature of Investigator Date
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Examination of the factor structure of the III 84
Appendix C
INTERPRETATION OF INTRUSIONS INVENTORY (111-31)
We are interested in your experiences with unpleasant and unwanted thoughts or images or 
impulses that pop into your mind unexpectedly. Nearly everyone has such experiences, but people vary in 
how frequently these occur and how distressing they are. Some examples of the many possible negative 
intrusions are given below:
• an impulse to do something shameful or terrible
• the idea or image of harming someone you don't want to hurt
• the idea that something terrible will occur because you were not careful enough
• an unwanted sexual urge or image
• the thought that you or someone else will become dirty or contaminated by a substance that may 
cause harm
• the thought that you left an appliance on that might cause a fire
• an image of a loved one having an accident
• the thought that objects are not arranged perfectly
• a thought or image that is contrary to your religious or moral beliefs
• an impulse to say something rude or embarrassing
• the thought of running the car off the road or into oncoming traffic
• the thought that you didn't lock the door and someone may break in
Please note that we are NO T talking about daydreams or pleasant fantasies. Nor are we 
interested in general worries about health or finances or other family matters. Also, we are NOT 
talking about the sort of thoughts that accompany depression or low self-confidence. Rather, we 
ARE interested in thoughts, mental images or impulses that pop into your mind and that you 
experience as intrusive and inappropriate.
In the spaces below please write down two unwanted mental intrusions that you have experienced:
(1) __________________________________________________________________________
(2).
Using the rating scales provided below, please answer the following questions about these and 
other similar intrusions. Please circle the appropriate number for the following questions:



















B. In the last 6 months, how frequently did you experience an intrusion of this kind?
less than 
once a month 
1
about 
once a month 
2
about 
once a week 
3









C. On average, how much distress do you usually experience when you have an intrusion of this kind? 
none minimal a little moderate great extreme
0 1 2 3 4 5
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When you were bothered by intrusive thoughts like the ones you described above, rate how much 
you believed each of the ideas listed below. Circle the number that best represents your belief when an 
intrusion is occurring.
Use the following scale:
0 10 20 30 40 50 60 70 80 90 100
I did not believe I was moderately I was completely
this idea at all convinced this convinced this
idea
1. I must regain control of this thought.
2. Having this unwanted thought means I will act 
on it.
3. Because I've thought of bad things that might 
happen, I must act to prevent them.
4. Because I have this thought, it must be 
important.
5. I should be able to rid my mind of this thought.
6. Thinking this thought could make it happen.
7. This intrusive thought could be an omen.
8. Because I've had this intrusive thought, what 
I'm doing will be ruined.
9. If I don't do something about this intrusive 
thought, it will be my fault if something terrible 
happens.
10. I am irresponsible if I don't resist this 
unwanted thought.
11. Because this thought comes from my mind, I 
must want to have it.
12. It's wrong to ignore this unwanted thought.
13. Because I can't control this thought, I am a 
weak person.
14. I cannot take the risk that this thought will 
come true.
was true idea was true
0 10 20 30 40 50 60 70 80 90 100
0 10 20 30 40 50 60 70 80 90 100
0 10 20 30 40 50 60 70 80 90 100
0 10 20 30 40 50 60 70 80 90 100
0 10 20 30 40 50 60 70 80 90 100
0 10 20 30 40 50 60 70 80 90 100
0 10 20 30 40 50 60 70 80 90 100
0 10 20 30 40 50 60 70 80 90 100
0 10 20 30 40 50 60 70 80 90 100
0 10 20 30 40 50 60 70 80 90 100
0 10 20 30 40 50 60 70 80 90 100
0 10 20 30 40 50 60 70 80 90 100
0 10 20 30 40 50 60 70 80 90 100
0 10 20 30 40 50 60 70 80 90 100
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0 10 20 30 40 50 60 70 80 90 100
I did not believe I was moderately I was completely
this idea at all convinced this convinced this
idea was true idea was true
15. Now that I’ve thought of something bad that 
could go wrong, I have a responsibility to make 
sure it doesn't happen.
0 10 20 30 40 50 60 70 80 90 100
16. Because I’ve had this thought, I must want it 
to happen.
0 10 20 30 40 50 60 70 80 90 100
17. Having this intrusive thought means that I 
could lose control of my mind.
0 10 20 30 40 50 60 70 80 90 100
18. I would be a better person if I gained more 
control over this thought.
0 10 20 30 40 50 60 70 80 90 100
19. I need to be certain something awful won’t 
happen as a result of this thought.
0 10 20 30 40 50 60 70 80 90 100
20. This thought could harm people. 0 10 20 30 40 50 60 70 80 90 100
21. Having this intrusive thought means I'm out 
of control.
0 10 20 30 40 50 60 70 80 90 100
22. Having this thought means I am weird or 
abnormal.
0 10 20 30 40 50 60 70 80 90 100
23. I would be irresponsible if I ignored this 
intrusive thought.
0 10 20 30 40 50 60 70 80 90 100
24. Having this intrusive thought means I am a 
terrible person.
0 10 20 30 40 50 60 70 80 90 100
25. If I don't control this unwanted thought, 
something bad is bound to happen.
0 10 20 30 40 50 60 70 80 90 100
26. I must have control over this thought. 0 10 20 30 40 50 60 70 80 90 100
27. The more I think about these things, the 
greater the risk they will come true.
0 10 20 30 40 50 60 70 80 90 100
28. I'll feel guilty unless I do something about 
this thought.
0 10 20 30 40 50 60 70 80 90 100
29. I should not be thinking this kind of thing. 0 10 20 30 40 50 60 70 80 90 100
30. If I don't control this thought, I'll be punished. 0 10 20 30 40 50 60 70 80 90 100
31. If I ignore this thought, I could be responsible 0 10 20 30 40 50 60 70 80 90 100
for serious harm.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Examination of the factor structure of the III 87
Appendix D 
YBOCS
Recent research has shown that obsessions and compulsions occur quite commonly 
among normal people. While completing the inventories below, please keep in mind the 
following definitions of obsessions and compulsions.
OBSESSIONS are unwelcome and distressing ideas, thoughts, or impulses that 
repeatedly enter your mind. They may seem to occur against your will. They may be repugnant 
to you, you may recognize them as senseless, and they may not fit your personality.
Examples of obsession are the recurrent thought or impulse to do harm to a child even 
though you never would, and the idea that household cleansers may lead to contamination and 
serious illness.
Obsessions differ from worries in that worries are about possible negative things related 
to life problems that you are afraid might happen. For example, you may worry about failing an 
exam, about finances, health, or personal relationships. In contrast to obsessions, your worries 
usually don't seem totally senseless, repugnant, or inconsistent with your personality.
COMPULSIONS, on the other hand, are behaviours or acts that you feel driven to 
perform although you may recognize them as senseless or excessive. Usually compulsions are 
performed in response to obsession, or according to certain rules or in a stereotyped fashion. At 
times, you may try to resist doing them, but this may prove difficult. You may experience 
discomfort that does not diminish until the behaviour is completed.
Examples of compulsions are the need to repeatedly check appliances, water faucets, and 
the lock on the front door before you can leave the house, and repeated hand washing. While 
most compulsions are observable behaviours, some are unobservable mental acts, such as silent 
checking or having to recite nonsense phrases to yourself each time you have a bad thought.
Compulsion, as we define them here, are not to be confused with other kinds of 
compulsive behaviour such as overeating, gambling, drinking alcohol, excessive shopping, or 
other "addictive behaviours."
Given the above definitions, please read carefully each item on the checklist below and 1) 
place a check mark beside each obsession and compulsion that you currently experience, and/or 
that you have experienced at some time in the past. If you placed a check mark beside obsessions 
or compulsions that you currently experience: 2) circle the 2 most upsetting obsessions that you 
currently experience: and 3) circle the 2 most upsetting compulsion that you currently engage in.
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1. I fear I might harm myself. Fear of eating with a knife or a fork, 
fear of handling sharp objects, fear of 
walking near glass windows.
2. I fear I might harm other people. Fear of poisoning other people's food, 
fear of harming babies, fear of 
pushing someone in front of a train, 
fear of hurting someone's feelings, 
fear of being responsible by not 
providing assistance for some 
imagined catastrophe, fear of causing 
harm by giving bad advice.
3. I have violent or horrific images in 
my mind.
Images of murders, dismembered 
bodies, or other disgusting scenes.
4. I fear I will blurt out obscenities in 
class.
Fear of shouting obscenities in public 
situations like churches, fear of 
writing obscenities.
5. I fear doing something else 
embarrassing.
Fear of appearing foolish in social 
situations.
6. I fear I will act on an unwanted 
impulse.
Fear of driving a car into a tree, fear 
of running over someone, fear of 
stabbing a friend.
7. I fear I will steal things. Fear of "cheating" a cashier, fear of 
shoplifting inexpensive items.
8. I fear that I'll harm others because 
I'm not careful enough.
Fear of causing an accident without 
being aware of it (such as hit-and-run 
automobile accident).
9. I fear I'll be responsible for 
something else terrible happening.
Fear of causing a fire or burglary 
because of not being careful enough 
in checking the house before leaving.
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Contamination Obsessions
Past Current_________________________________ Examples
10. I am concerned or disgusted with 
bodily waste or secretions.
Fear of contracting AIDS, cancer or 
other diseases from public restrooms; 
fear of your own saliva, urine, feces, 
semen, or vaginal secretions.
11. I am concerned with dirt or 
germs.
Fear of picking up germs from sitting 
in certain chairs, shaking hands, or 
touching door handles.
12. I am excessively concerned with 
environmental contaminants.
Fear of being contaminated by 
asbestos or radon, fear of radioactive 
substances, fear of things associated 
with towns containing toxic waste 
sites.
13. I am excessively concerned with 
certain household cleaners.
Fear of poisonous kitchen or 
bathroom cleaners, solvents, insect 
spray or turpentine.
14. I am excessively concerned with 
animals.
Fear of being contaminated by 
touching an insect, dog, cat, or other 
animal.
15. I am bothered by sticky 
substances or residues.
Fear of adhesive tape or other sticky 
substances that may transmit 
contaminants.
16. I am concerned that I will get ill 
because of contamination.
Fear of getting ill as a direct result of 
being contaminated (beliefs vary 
about how long the disease will take 
to appear).
17. I am concerned that I will 
contaminate others.
Fear of touching other people or 
preparing their food after you touch 
poisonous substances (like gasoline) 
or after you touch your own body.
Sexual Obsessions
Past Current_________________________________ Examples
18. I have forbidden or perverse 
sexual thoughts, images or impulses.
Unwanted sexual thoughts about 
strangers, family or friends.
19. I have sexual obsessions that 
involve children or incest.
Unwanted thoughts about sexually 
molesting either your own or other 
children.
20. I have obsessions about 
homosexuality.
Worries like "Am I a homosexual?" 
or "What if I suddenly become gay?" 
when there is no basis for such 
thoughts
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Past Current Examples
21. I have obsessions about 
aggressive sexual behaviour toward 
other people
Unwanted images of violent sexual 
behaviour toward adult strangers, 
friends, or family members.
Hoardine/Savine Obsessions 
Past Current Examples
22. I have obsessions about hoarding 
or saving things.
Worries about throwing away 
seemingly unimportant things that 
you might need in the future, urges to 
pick up and collect useless things.
Religious Obsessions 
Past Current Examples
23. I am concerned with sacrilege 
and blasphemy.
Worries about having blasphemous 
thoughts, saying blasphemous things, 
or being punished for such things.
24. I am excessively concerned with 
morality.
Worries about always doing "the right 
thing", having told a lie, or having 
cheated someone.
Obsessions with the Need for Symmetry or Exactness
Past Current Examples
25. I have obsessions about 
symmetry or exactness.
Worries about papers and books 
being properly aligned; worries about 




26. I feel that I need to know or 
remember certain things.
Belief that you need to remember 
insignificant things like license plate 
numbers, the names of actors on 
television shows, old telephone 
numbers, bumper sticker or t-shirt 
slogans.
27. Fear of saying certain things. Fear of saying certain words (such as 
"thirteen") because of superstitions, 
fear of saying something that might 
be disrespectful of a dead person, fear 
of using words with an apostrophe 
(because this denoted possession).
28. I fear not saying just the right 
thing.
Fear of having said the wrong thing, 
fear of not using the "perfect" word.
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Past Current_________________________________ Examples
29. I fear losing things. Worries about losing a wallet or an 
unimportant object like a scrap of 
note paper.
30. I am bothered by intrusive 
(neutral) mental images
Random, unwanted images in your 
mind.
31. I am bothered by intrusive 
mental nonsense sounds, words or 
music.
Words, songs, or music in your mind 
that you can't stop.
32. I am bothered by certain sounds 
or noises.
Worries about the sounds of clocks 
ticking loudly or voices in another 
room that may interfere with 
sleeping.
33. I have lucky and unlucky 
numbers.
Worries about common numbers (like 
thirteen) that may cause you to 
perform activities a certain number of 
times or to postpone an action until a 
certain lucky hour of the day.
34. Certain colours have special 
significance to me.
Fear of using objects of certain 
colours (e.g., black may be associated 
with death, red with blood and 
injury).
35. I have superstitious fears. Fear of passing a cemetery, hearse, or 




36. I am concerned with illness or 
disease.
Worries that you have an illness like 
cancer, heart disease, or AIDS despite 
reassurance from doctors you do not.
37. I am excessively concerned with 
a part of my body or an aspect of my 
appearance (dysmorphophobia).
Worries that your face, ears, nose, 
eyes, or another part of your body is 
hideous, ugly, despite reassurances to 
the contrary.
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38. I wash my hands excessively or 
in a ritualized way.
Washing your hands many times a 
day or for long periods of time after 
touching, or thinking that you have 
touched a contaminated object. This 
may include washing the entire length 
of your arms.
39. I have excessive or ritualized 
showering, bathing, tooth brushing, 
grooming or toilet routines.
Taking showers or baths or 
performing other bathroom routines 
that may last for several hours. If the 
sequence is interrupted, the entire 
process may have to be repeated.
40. I have compulsions that involve 
cleaning household items or other 
inanimate objects.
Excessive cleaning of faucets, toilets, 
floors, kitchen counters, or kitchen 
utensils.
41. I do other things to prevent or 
prevent or remove contact with 
contaminants.
Asking family members to handle or 
remove insecticides, garbage, 
gasoline cans, raw meat, paints, 
varnish, drugs in the medicine 
cabinet, or kitty litter. If you can't 
avoid these things, you may wear 
gloves to handle them (for instance, 




42. I check that I did not harm 
others.
Checking that you haven't hurt 
someone without knowing. You may 
ask others for reassurance or 
telephone to make sure that 
everything is all right.
43. I check that I did not harm 
myself.
Looking for injuries or bleeding after 
handling sharp or breakable objects. 
You may frequently go to doctors to 
ask for reassurance that you haven't 
hurt yourself.
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Past Current____________________ Examples
44. I check that nothing terrible 
happened.
Searching the newspaper or listening 
to the radio or television for news 
about some catastrophe that you 
believe you caused. You may also 
ask people for reassurance that you 
didn't cause an accident.
45. I check that I did not make a 
mistake.
Repeated checking of door locks, 
stoves, electrical outlets before 
leaving home; repeated checking 
while reading, writing or doing 
simple calculations to make sure that 
you didn't make a mistake (you can't 
be certain you didn't).
46. I check some aspect of my 
physical condition tied to my 
obsessions about my body.
Seeking reassurance from friends or 
doctors that you aren't having a heart 
attack or getting cancer; repeatedly 
taking your pulse; blood pressure, or 
temperature; checking yourself for 
body odours; checking your 




47. I reread or rewrite things. Taking hours to read a few pages in a 
book or to write a short letter because 
you get caught in a cycle of reading 
and rereading; worrying that you 
didn't understand something you just 
read; searching for a "perfect" word 
or phrase; having obsessive thoughts 
about the shape of certain printed 
letters in a book.
48. I need to repeat routine activities. Repeating activities like turning 
appliances on and off, combing your 
hair, going in and out of a doorway, 
or looking in a particular direction; 
not feeling comfortable unless you do 
these things the "right" number of 
times.
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Counting Compulsions
Past Current__________________________________ Examples
49. I have counting compulsions. Counting objects like ceiling or floor 
tiles, books in a bookcase, nails in a 
wall, or even grains of sand on a 
beach; counting when you repeat 
certain activities, like washing.
Ordering/Arranging Compulsions
Past Current_________________________________ Examples
50. I have ordering or arranging 
compulsions.
Straightening paper and pens on a 
desktop or books in a bookcase, 
wasting hours arranging things in 
your house "in order" and then 




51. I have compulsions to hoard or 
collect things.
Saving old newspapers, notes, cans, 
paper towels, wrappers or empty 
bottles for fear that if you throw them 
away you may need them; picking up 




52. I have mental rituals (other than 
checking/counting).
Performing rituals in your head, like 
saying prayers or thinking a "good" 
thought to undo a "bad" thought. 
These are different from obsessions, 
because you perform them 
intentionally to reduce anxiety or to 
feel better.
53. I need to tell, ask, or confess 
things.
Asking other people to reassure you, 
confessing to wrong behaviours you 
never did, believing that you have to 
tell other people certain words to feel 
better.
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Past Current ---- Examples
54. I need to touch, tap, or rub 
things.
Giving in to the urge to touch rough 
surfaces, like wood, or hot surfaces 
like a stove top; giving in to the urge 
to lightly touch other people; 
believing you need to touch an object 
such as a telephone to prevent an 
illness in the family.
55. I take measures (other than 
checking) to prevent harm or terrible 
consequences to myself or others.
Staying away from sharp or breakable 
objects, such as knives, scissors, and 
fragile glass.
56. I have ritualized eating 
behaviours.
Arranging your food, knife, and fork 
in a particular order before being able 
to eat, eating according to a strict 
ritual, being unable to eat until the 
hands of a clock point exactly at a 
certain time.
57. I have superstitious behaviours. Not taking a bus or train if its number 
contains an "unlucky" number (like 
thirteen), staying in your house on the 
thirteenth of the month, throwing 
away clothes you wore while passing 
a funeral home or cemetery.
58. I pull my hair out 
(trichotillomania).
Pulling hair from your scalp, eyelids, 
eyelashes, or pubic area, using your 
fingers or tweezers. You may 
produce bald spots that require you to 
wear a wig, or you may pluck your 
eyebrows or eyelids smooth.
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YALE-BROWN OBSESSIVE COMPULSIVE SCALE (Y-BOCS) - Part 2
Thank you for completing the Y-BOCS checklist. Please make sure you circled the 2 
most upsetting obsessions that you currently experience, and tha t you circled the 2 
compulsions that cause you the most difficulty. Remember the definitions of obsessions and 
compulsions, and the examples of each that you may have noted on the checklist. Please place a 
check mark by the appropriate number - from 0 to 4 - under each question below. If you are 
currently not experiencing any obsessions or compulsions, you may simply enter zeros.
OBSESSIVE THOUGHTS: Review the obsessions you checked on the Y-BOCS Symptom 
Checklist to help you answer the first five questions. Please think about the last seven days 
(including today), and check one answer for each question.
1. How much of your time was occupied by obsessive thoughts? How frequently do the 
obsessive thoughts occur? _________________________________________________
0 = None - I f  you checked this answer, also check for questions 2, 3, 
3 and 5 and proceed to question 6.
1 = Less than 1 hour per day, or occasional intrusions (occur no more 
than 8 times a day).
2 = 1 to 3 hours per day, or frequent intrusions (occur more than 8 
times a day, but most hours of the day are free of obsession).
3 = More than 3 hours and up to 8 hours per day, or very frequent 
intrusions (occur more than 8 times a day and during most hours 
of the day).
4 = More than 8 hours per day, or near-constant intrusions (too 
numerous to count, and an hour rarely passes without several 
obsessions occurring).
2. How much did your obsessive thoughts interfere with your social or work 
functioning? (If you are currently not working, please think about how much the 
obsessions interfered with your everyday activities). In answering this question, please 
consider whether there was anything that you didn't do, or that you did less, because of 
the obsession.
0 = No interference.
1 = Mild, slight interference with social or occupational performance, 
but still performance not impaired.
2 = Moderate, definitive interference with social or occupational 
performance, but still manageable.
3 = Sever interference, causes substantial impairment in social or 
occupational performance.
4 = Extreme, incapacitating interference.
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3. How much distress do your obsessive thoughts cause you?
0 = None.
1 = Mild, infrequent, and not too disturbing distress.
2 = Moderate, frequent, and disturbing distress, but still manageable.
3 = Severe, very frequent, and very disabling distress.
4 = Extreme, near-constant, and disabling distress.
4. How much of an effort did you make to resist the obsessive thoughts? How often did 
you try to disregard or turn your attention away from those thoughts as they entered your 
mind? (Here we are not interested in knowing how successful you were in controlling 
your thoughts, but only how much or how often you tried to do so).__________________
0 = I made an effort to always resist (or the obsessions are so minimal 
that there is no need to actively resist them).
1 = I tried to resist most of the time (i.e., more than half the time I 
tried to resist).
2 = I made some effort to resist.
3 = I allowed all obsessions to fill my mind without attempting to 
control them, but I did so with some reluctance.
4 = I completely and willingly gave in to all obsessions.
5. How much control did you have over your obsessive thoughts? How successful were 
you in stopping or diverting your obsessive thinking? (If you rarely tried to resist, in 
order to answer this question, please think about those rare occasions on which you did 
try to stop the obsessions). - NOTE: Do not include here obsessions stopped by doing
0 = Complete control.
1 = Much control: usually I could stop or divert obsessions with some 
effort and concentration.
2 = Moderate control: sometimes I could stop or divert obsessions.
3 = Little: I was rarely successful in stopping obsessions and could 
only divert attention with difficulty.
4 = No control: I was rarely able to even momentarily ignore the 
obsessions.
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COMPULSIONS: Review the compulsions you checked on the Y-BOCS Symptom 
Checklist to help you answer the five questions. Please think about the last seven days 
(including today), and check one answer for each question.
6. How much time did you spend performing compulsive behaviour? How frequently 
did you perform compulsions? (If your rituals involved daily living activities, please 
consider how much longer it took you to complete routine activities because of your 
rituals).__________________ _______________________________________________
0 = None. If you checked this answer, then also check 0 for questions 
7, 8, 9, and 10, then answer 11 and 12.
1 = Less than 1 hour per day was spent performing compulsions, or 
occasional performance of compulsive behaviours (no more than 
8 times a day).
2 = 1 to 3 hours per day were spent performing compulsions, or 
frequent performance of compulsive behaviours (more than 8 
times a day, but most hours were free of compulsions).
3 = More than 3 hours and up to 8 hours per day were spent 
performing compulsions, or very frequent performance of 
compulsive behaviours (more than 8 times a day and during most 
hours of the day).
4 = More than 8 hours per day were spent performing compulsions, or 
near-constant performance of compulsive behaviours (too 
numerous to count and an hour rarely passes without several 
compulsions being performed).
7. How much did your compulsive behaviours interfere with your social or work 
functioning? (If you are nit currently working, please think about your everyday 
activities).
0 = No interference.
1 = Mild, slight interference with social or occupational activities, but 
overall performance not impaired.
2 = Moderate, definite interference with social or occupational 
performance, but still manageable.
3 = Severe interference, substantial impairment in social or 
occupational performance.
4 = Extreme, incapacitating interference.
8. How would you have felt if prevented from performing your compulsion(s)? How
anxious would you rave been?
0 = Not at all anxious.
1 = Only slightly anxious if compulsions prevented.
2 = Anxiety would mount but remain manageable if compulsions 
prevented.
3 = Prominent and very disturbing increase in anxiety if compulsions 
interrupted.
4 = Extreme, incapacitating anxiety from any intervention aimed at
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reducing the compulsions.
9. How much of an effort did you make to resist the compulsions? Or how often did you 
try to stop the compulsions? (Rate only how often or how much you tried to resist your 
compulsions, not how successful you actually were in stopping them).________________
0 = I made an effort to always resist (or symptoms were so minimal 
that there was no need to actually resist them).
1 = I tried to resist most of the time (i.e., more than half the time).
2 = I made some effort to resist.
3 = I yielded to almost all compulsions without attempting to control 
them, but I did so with some reluctance.
4 = I completely and willingly yielded to all compulsions.
10. How much control did you have over the compulsive behaviour? How successful 
were you in stopping the ritual(s)? (If you rarely tried to resist, please think about those 
rare occasions in which you did try to stop the compulsions, in order to answer this 
question)._________________________________________________________________
0 = I had complete control.
1 = Usually I could stop compulsions or rituals with some effort and 
willpower.
2 = Sometimes I could stop compulsive behaviour but only with 
difficulty.
3 = I could only delay the compulsive behaviour, but eventually it 
has to be carried out to completion.
4 = I was rarely able to even momentarily delay performing the 
compulsive behaviour.
11. Do you think your obsessions or compulsions are reasonable or rational? Would 
there be anything besides anxiety you worry about if you resisted them? Do you think
0 = I think my obsessions or compulsions are unreasonable or 
excessive.
1 = I think my obsessions or compulsions are unreasonable or 
excessive, but I'm not completely convinced that they aren't 
necessary.
2 = I think my obsessions or compulsions may be unreasonable or 
excessive.
3 = I don't think my obsessions or compulsions are unreasonable or 
excessive.
4 = I am sure my obsessions or compulsions are reasonable, no matter 
what anyone says.
12. Have you been avoiding doing anything, going anyplace or being with anyone 
because of your obsessional thoughts, or because you were afraid you would perform 
compulsions? ________ ______________________________________________
0 = I haven't been avoiding anything.
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1 = I have been avoiding doing a few important things.
2 = I have been avoiding some important things.
3 = I have been avoiding many important things.
4 = I have been avoiding doing most everything.
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Appendix E 
Padua Inventory - WSUR 
The following statements refer to thoughts and behaviours which may occur to everyone 
in everyday life. For each statement, circle the reply which best seems to fit you and the 
degree of disturbance which such thoughts or behaviours may create.










2 I think even the slightest contact with bodily 
secretions (perspiration, saliva, urine, etc.) 










3 I find it difficult to touch an object when I 




















5 I avoid using public toilets because I am 









6 I avoid using public telephones because I 



















8 I sometimes have to wash or clean myself 










9 If I touch something I think is 










10 If an animal touches me, I feel dirty and 










11 I feel obliged to follow a particular order in 









12 Before going to sleep, I have to do certain 









13 Before going to bed, I have to hang up or 









14 I have to do things several times before I 



















16 I check and recheck gas and water taps and 









17 I return home to check doors, windows, 










18 I keep checking forms, documents, checks, 
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19 I keep on going back to see that matches, 





























22 Sometimes I am not sure I have done things 









23 When I read, I have the impression I have 
missed something important and must go 










24 I imagine catastrophic consequences as a 










25 I think or worry at length about having hurt 



















27 I sometimes worry at length for no reason 










28 I get upset and worried at the sight of 









29 When I hear about a suicide or crime, I am 
upset for a long time and find it difficult to 



















31 When I look down from a bridge or a very 










32 When I see a train approaching, I sometimes 









33 At certain moments, I am tempted to tear 









34 While driving, I sometimes feel an impulse 



















36 I sometimes feel the need to break or 









37 I sometimes have an impulse to steal other 










38 I am sometimes almost irresistibly tempted 









39 I sometimes have an impulse to hurt 
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Appendix F 
BAI
Instructions: Please rate how much you have been bothered by each of the following 
symptoms over the past week, including today.
N ot Severely - 1
a t all could barely
stand  it
1. Numbness or tingling. 0 1 2 3
2. Feeling hot. 0 1 2 3
3. Wobbliness in legs. 0 1 2 3
4. Unable to relax. 0 1 2 3
5. Fear of the worst happening. 0 1 2 3
6. Dizzy or lightheaded. 0 1 2 3
7. Heart pounding or racing. 0 1 2 3
8. Unsteady. 0 1 2 3
9. Terrified. 0 1 2 3
10. Nervous. 0 1 2 3
11. Feelings of choking. 0 1 2 3
12. Hands trembling. 0 1 2 3
13. Shaky. 0 1 2 3
14. Fear of losing control. 0 1 2 3
15. Difficulty breathing. 0 1 2 3
16. Fear of dying. 0 1 2 3
17. Scared. 0 1 2 3
18. Indigestion or discomfort in 0 
abdomen.
1 2 3
19. Faint. 0 1 2 3
20. Face flushed. 0 1 2 3
21. Sweating (not due to heat). 0 1 2 3
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Appendix G 
BDI-II (1 of 2)
Instructions: This questionnaire consists of 21 groups of statements. Please read each 
group of statements carefully, and then pick out the one statement in each group that 
best describes the way you have been feeling during the past week, including today. 
Circle the number beside the statement you have picked. If several statements in the 
group seem to apply equally well, circle the highest number for that group. Be sure that 
you do not choose more than one statement for any group, including Item 16 (Changes in 
Sleeping Pattern) or Item 18 (Changes in Appetite).
1. Sadness 6. Punishment Feelings
0 I do not feel sad. 0 I don't feel I am being punished.
1 I feel sad much of the time. 1 I feel I may be punished.
2 I am sad all the time. 2 I expect to be punished.
3 I am so sad or unhappy that I can't stand it. 3 I feel I am being punished.
2. Pessimism 7. Self-Dislike
0 I am not discouraged about my future. 0 I feel the same about myself as ever.
1 I feel more discouraged about my future than I 1 I have lost confidence in myself.
used to be. 2 I am disappointed in myself.
2 I do not expect things to work out for me. 3 I dislike myself.
3 I feel my future is hopeless and will only get
worse. 8. Self-C riticalness
0 I don't criticize or blame myself more than
3. Past Failure usual.
0 I do not feel like a failure. 1 I am more critical of myself than I used to be.
1 I have failed more than I should have. 2 I criticize myself for all my faults.
2 As I look back, I see a lot of failures. 3 I blame myself for everything bad that
3 I feel I am a total failure as a person. happens.
4. Loss of Pleasure 9. Suicidal Thought or Wishes
0 I get as much pleasure as I ever did from the 0 I don't have any thoughts of killing myself.
things I enjoy. 1 I have thoughts of killing myself, but I would
1 I don't enjoy things as much as I used to. not cany them out.
2 I get very little pleasure from the things I used 2 I would like to kill myself.
to enjoy. 3 I would kill myself if I had the chance.
3 I can't get any pleasure from the things I used
to enjoy. 10. Crying
0 I don't cry anymore than I used to.
5. Guilty Feelings 1 I cry more than I used to.
0 I don't feel particularly guilty. 2 I cry over every little thing.
1 I feel guilty over many things I have done or 3 I feel like crying, but I can't.
should have done.
2 I feel quite guilty most of the time.
3 I feel guilty all of the time.
Subtotal Page 1 CONTINUED ON BACK
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BDI-II (2 of 2)
11. Agitation
0 I am no more restless or wound up than usual.
1 I feel more restless or wound up than usual.
2 I am so restless or agitated that it's hard to stay 
still.
3 I am so restless or agitated that I have to keep 
moving or doing something.
12. Loss of Interest
0 I have not lost interest in other people or 
activities.
1 I am less interested in other people or things 
than before.
2 I have lost most of my interest in other people 
or things.
3 It's hard to get interested in anything.
13. Indecisiveness
0 I make decisions about as well as ever.
1 I find it more difficult to make decisions than 
usual.
2 I have much greater difficulty in making 
decisions than I used to.
3 I have trouble making any decisions.
14. Worthlessness
0 I do not feel I am worthless.
1 I don't consider myself as worthwhile and 
useful as I used to.
2 I feel more worthless as compares to other 
people.
3 I feel utterly worthless.
15. Loss of Energy
0 I have as much energy as ever.
1 I have less energy than I used to have.
2 I don't have enough energy to do very much.
3 I don't have enough energy to do anything.
16. Changes in Sleeping Pattern
0 I have not experienced any change in my 
sleeping pattern.______________________ ,
la I sleep somewhat more than usual.
lb I sleep somewhat less than usual._________ ,
2a I sleep a lot more than usual.
2b I sleep a lot less than usual._____________ .
3a I sleep most of the day.
3 b I wake up 1-2 hours early and can't get back to 
sleep._______________________________
17. Irritability
0 I am no more irritable than usual.
1 I am more irritable than usual.
2 I am much more irritable than usual.
3 I am irritable all the time.
18. Changes in Appetite
0 I have not experienced any change in my
appetite.___________________________________,
la My appetite is somewhat less than usual. 
lb My appetite is somewhat greater than usual. . 
2a My appetite is much less than before.
2b My appetite is much greater than usual._____..
3a I have no appetite at all.
3b I crave food all the time.
19. Concentration Difficulty
0 I can concentrate as well as ever.
1 I can't concentrate as well as usual.
2 It's hard to keep my mind on anything for very 
long.
3 I find I can't concentrate on anything.
20. Tiredness or Fatigue
0 I am no more tired or fatigued than usual.
1 I get more tired or fatigued more easily than
usual.
2 I am too tired or fatigued to do a lot of the 
things I used to do.
3 I am too tired or fatigued to do most of the 
things I used to do.
21. Loss of Interest in Sex
0 I have not noticed any recent change in my 
interest in sex.
1 I am less interested in sex than I used to be.
2 I am much less interested in sex now.
3 I have lost interest in sex completely.
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I D  2 D  3 D  4 □







South Asian □  
European □  
Other (please
Single □  Widowed □  













More than 4 years
Including your current psychology course, how many psychology courses 
have you taken so far?_________
What is/are your major(s)? 
What is/are your minor(s)?
If currently employed, your occupation is:
Full time □  Clerical □
Part time □  Professional □
Owner/manager □
Other:_____________________________
Mother or guardian’s occupation:
Full time □  Clerical □
Part time □  Professional □
Owner/manager □
Other:_____________________________
Father or guardian’s occupation:
Full time □  Clerical □
Part time □  Professional □
Owner/manager □
Other:
Labourer □  
Self-employed □  
Unemployed □
Labourer □  
Self-employed □  
Unemployed □
Labourer □  
Self-employed □  
Unemployed □
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Appendix I
Standardized Regression Weights for all Confirmatory Factor Analyses
Standardized Regression Weights
I ll  item A B C D
1 0.347 0.320 0.357
2 0.653 0.606 0.646
3 0.622 0.698 0.651 0.722
4 0.544 0.438 0.539 0.620
5 0.259 0.233 0.271
6 0.702 0.661 0.713
7 0.610 0.555 0.621
8 0.760 0.758 0.755
9 0.737 0.829 0.762 0.805
10 0.705 0.676 0.708
11 0.637 0.647 0.652 0.712
12 0.607 0.666 0.623 0.673
13 0.713 0.744 0.724 0.734
14 0.681 0.726 0.696 0.728
15 0.674 0.788 0.699 0.799
16 0.684 0.696 0.683 0.756
17 0.770 0.835 0.833
18 0.679 0.679 0.694
19 0.795 0.812 0.806 0.828
20 0.670 0.619 0.670
21 0.793 0.874 0.796 0.874
22 0.642 0.652 0.658 0.737
23 0.748 0.800 0.760 0.787
24 0.700 0.688 0.715 0.752
25 0.838 0.814 0.838 0.822
26 0.648 0.595 0.663
27 0.794 0.785 0.791 0.804
28 0.792 0.831 0.788 0.825
30 0.737 0.736 0.736 0.738
31 0.808 0.808 0.818
Note: A = One-factor model of the III
B = Three-factor model of the III using original theoretically-derived subscales 
C = Two-factor model of the III using occurrence and content ratings 
D = Two-factor model of Responsibility and Importance/Control of Thoughts
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Appendix J 
Responsibility Item Ratings for the III 
Appraisals of Responsibility
Salkovskis (1989) posits that appraisals of intrusive thoughts that lead to 
symptoms of OCD are those in which the individual interprets him or herself as being 
responsible for the occurrence of the unwanted thought and/or as being responsible for 
the perceived harmful consequences (content) associated with the thought.
When completing the Interpretation of Intrusions Inventory (OCCWG, 1997, 
2001, 2003) individuals are asked to describe two intrusive thoughts that they have 
experienced. They are instructed to keep the described and similar negative intrusive 
thoughts in their mind as they rate their belief in the ideas provided.
Instructions: Please rate each of the 31 items of the on the following page as either:
1. Occurrence - These are appraisals in which the person feels responsible 
for controlling the occurrence of the intrusive thought. In addition, these 
appraisals have adverse moral or character implications, as an endorser of 
this type of item interprets him or herself as being defective if they cannot 
control the occurrence of the intrusive thought. In this type of appraisal, 
the individual is not focusing on the content of the intrusive thought. OR,
2. Content - These are appraisals that are primarily focused on the harmful 
real-world consequences associated with the thought. Note that if 
“content” exists, then it supersedes “occurrence.” For example, the 
following hypothetical item, “I need to stop thinking this thought or else 
something terrible will happen” would be a “content” item. Although the 
idea focuses on the occurrence of the thought in the first part of the 
appraisal, one who endorses this item strongly is primarily worried about 
the negative real-world consequences (content) associated with the 
thought. OR,
3. Neither - The item does not fit into category 1 or 2.
Please indicate your choice by writing one of the bolded categories in the blank space 
provided.
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Responsibilityltem Ratings for the III
The words in parentheses following each item indicate the type of 
responsibility rating the item has received. A rating of “occurrence” means that the item 
assesses appraisals in which one might feel responsible for the occurrence of the 
intrusion. A rating of “content” assesses appraisals in which one might feel responsible 
for preventing the harmful consequences associated with the thought. Lastly, a “neither” 
rating indicates that the item does not fit into either component of the responsibility 
appraisal mechanism.
Control of Thoughts (n = 11)
1. I must regain control of this thought, (occurrence)
5 .1 should be able to rid my mind of this thought, (occurrence)
8. Because I've had this intrusive thought, what I'm doing will be ruined, (content)
13. Because I can't control this thought, I am a weak person, (occurrence)
17. Having this intrusive thought means that I could lose control of my mind.
(No consensus)
18. I would be a better person if I gained more control over this thought, (occurrence)
21. Having this intrusive thought means I'm out of control, (occurrence)
25. If I don't control this unwanted thought, something bad is bound to happen.
(content)
26. I must have control over this thought, (occurrence)
29. I should not be thinking this kind of thing, (occurrence)
30. If I don't control this thought, I'll be punished, (content)
Importance of Thoughts (n = 10)
2. Having this unwanted thought means I will act on it. (content)
4. Because I have this thought, it must be important, (occurrence)
6. Thinking this thought could make it happen, (content)
7. This intrusive thought could be an omen, (content)
11. Because this thought comes from my mind, I must want to have it. (occurrence)
16. Because I've had this thought, I must want it to happen, (occurrence)
20. This thought could harm people, (content)
22. Having this thought means I am weird or abnormal, (occurrence)
24. Having this intrusive thought means I am a terrible person, (occurrence)
27. The more I think about these things, the greater the risk they will come true, 
(content)
Responsibility (n = 10)
3. Because I've thought of bad things that might happen, I must act to prevent them, 
(content)
9. If I don't do something about this intrusive thought, it will be my fault if something 
terrible happens, (content)
10. I am irresponsible if I don't resist this unwanted thought, (occurrence)
12. It's wrong to ignore this unwanted thought, (occurrence)
14. I cannot take the risk that this thought will come true, (content)
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15. Now that I've thought of something bad that could go wrong, I have a responsibility 
to make sure it doesn't happen, (content)
19. I need to be certain something awful won't happen as a result of this thought, 
(content)
23. I would be irresponsible if I ignored this intrusive thought, (occurrence)
28. I'll feel guilty unless I do something about this thought, (occurrence)
31. If I ignore this thought, I could be responsible for serious harm, (content)
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Appendix K 
Regression Analyses with Outliers Included
Table 7a.
Hierarchical Regression Analysis for III Subscales Predicting Obsessive-Compulsive 
Symptoms as Assessed by the PI-WSUR (N = 292, outliers included)
Variable____________B SE B  B________ R2 M 2 F-chanee
Step 1 .22 .22 81.77**
Responsibility .09 .01 47***
Step 2 .24 .02 7 77**
Responsibility .05 .02 27**
Importance .05 .02 .24**
Step 3 .24 .00 .01
Responsibility .05 .02 .28**
Importance .05 .02 .25**
Control .00 .01 -.01
* *p<.  01. *** p  < . 001.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Examination of the factor structure of the III 112
Table 8a.      -
Hierarchical Regression Analysis for III Subscales Predicting Obsessive-Compulsive
Symptoms as Assessed by the PI-WSUR (N = 265, outliers included)
Variable____________ B SEB  B________ R2 A R2 F- change
Step 1 .14 .14 42 74**h
Control .06 .01
Step 2 .23 .09 30.47**=i
Control .02 .01 .09
Importance .08 .02 42***
Step 3 .25 .02 7.94**
Control .00 .01 .02
Importance .05 .02 .24*
Responsibility .05 .02 .27**
*p<.05.  ** p  <.  01. ***/?<.001.
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Tabic 9a. _   -
Hierarchical Regression Analysis for III Subscales Predicting Obsessive-Compulsive
Symptoms as Assessed by the Y-BOCS (N = 287, outliers included)
 Variable____________B SE B B__________  A R2 F-change
Step 1 .17 .17 60.14**’
Responsibility .08 .01 42***
Step 2 .21 .04 12.73**
Responsibility .03 .02 .16
Importance .06 .02 22***
Step 3 .21 .00 .10
Responsibility .03 .02 .15
Importance .06 .02 .31**
Control .00 .01 .02
* * p <  .01. * * * p <  .001.
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Table 10a.
Hierarchical Regression Analysis for III Subscales Predicting Obsessive-Compulsive 
Symptoms as Assessed by the Y-BOCS (N = 287, outliers included)
Variable____________ B SEB  B________ R2 A R2 F-change
Step 1 .12 .12 38.24**=
Control .06 .01 34***
Step 2 .20 .09 30.19**=
Control .01 .01 .06
Importance .08 .01 42 ***
Step 3 .21 .01 2.48
Control .00 .01 .02
Importance .06 .02 .31**
Responsibility .03 .02 .15
* *  p <  .01. * * * / ? < . 0 0 1 .
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Table 11a.
Simultaneous Multiple Regression Analysis for Centred III Subscales and Interactions o f  
Subscales Predicting Obsessive-Compulsive Symptoms as Assessed by the PI-WSUR (N 
— 292, outliers included)
Variable B SEB B
Responsibility .05 .02 .25**
Importance .05 .02 27**
Control .00 .01 .00
Responsibility x Importance 
Interaction
.00 .00 -.05
Responsibility x Control 
Interaction
.00 .00 .12
Importance x Control 
Interaction
.00 .00 -.07
Note. R2 = 2 4 ( p <  .001).
* * p <  .01.
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Table 12a. _......    . ... ___
Simultaneous Multiple Regression Analysis for Centred III Subscales and Interactions o f  
Subscales Predicting Obsessive-Compulsive Symptoms as Assessed by the Y-BOCS (N = 
287, outliers included)
Variable________________ B SEB  B_______
Responsibility .02 .02 .13
Importance .06 .02 32**
Control .01 .01 .04
Responsibility x Importance .00 .00 -.07
Interaction
Responsibility x Control .00 .00 .10
Interaction
Importance x Control .00 .00 .01
Interaction ,
Note. R2 = .22 (p < .001).
* * p <  .01.
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